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THE MONTH 


Our hands and our feet may not be essential to life. Indeed, it is amazing 
how well some people manage to get on without their full complement of 
serviceable extremities. This, however, is no excuse for our 

The not doing everything humanly possible to preserve the fuil 
Symposium functional mobility of these important appendages. Whether 
it be congenital abnormality, injury, infection, arthritis or 

skin lesion, it is incumbent upon the general practitioner that he should 
give of his best, and devote as much care and thought to their correction, 
amelioration or cure, as he does to his patients with damaged hearts, lungs 
or livers. It is, of course, not only practitioners who are at fault in this 
respect. As Mr. Athol Parkes points out in his article on “The management 
of injuries of the hand’, ‘it is a regrettable fact that the treatment of these 
injuries in many parts of this and most other countries falls far short of 
an acceptable level of efficiency’. It is with the aim of helping to retrieve 
this situation that we have devoted the symposium this month to ‘Dis- 
orders of the hands and feet’. The technicalities for the experts have been 


eschewed, but the experts and specialists have been called in to indicate 
in clear concise terms what can be done to deal with these disorders, 
with the emphasis upon the part that the family doctor can play. 


SHOULD the socialists ever achieve their aim of a whole-time health service, 
with membership of a trade union as a condition of emiployment, pre- 
sumably one of the first demands of general practitioners 

The Doctor would be for ‘danger money’... Such a demand would 
and his Heart appear to be justified, judging by the further evidence 
from the United States of the high incidence of coronary 

heart disease among general practitioners, based upon an analysis by H. I. 
Russek (Amer. F. med. Sci., 1960, 240, 711) of the answers to a questionnaire 
sent to dermatologists, pathologists, anesthetists and general practitioners. 
Classification of the answers according to age showed that clinical coronary 
disease was present in 2.8 per cent. of those aged 40 to 49, in 8.6 per cent. of 
those aged 50 to 59, and in 18.4 per cent. of those aged 60 to 69. The really 
interesting figures, however, are those obtained from a break-down accord- 
ing to specialty. Taking all ages, i.e. 40 to 69, clinical coronary disease was 
present in 3.2 per cent. of dermatologists, 4.1 per cent. of pathologists, 8.9 
per cent. of anzsthetists and 11.9 per cent. of general practitioners. In other 
words, according to this survey coronary disease is three times more 
prevalent in general practitioners than in dermatologists and pathologists. 
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Anesthetists, however, are also deserving of sympathy. Although their 
over-all incidence of coronary disease was lower than that for general 
practitioners, in the later age-groups it was higher, reaching the ‘staggering 
prevalence rate’ of 30 per cent. in the 60-69 age-group (compared with 23.3 
per cent. for general practitioners). This is attributed to the fact that after 
the age of 50 general practitioners try to lighten the load they carry: e.g. 
by handing over obstetrical work and night calls to their juniors. Anzsthe- 
tists, on the other hand, ‘not being self-employed, are commonly subjected 
to ever-increasing responsibilities from which there is no escape’. All of 
which suggests that dermatology and pathology are the specialties for 
those who wish a long quiet life, whilst general practice and anesthetics are 
for the stout of heart born in the old tradition of St. George and his dragon. 


IN his farewell lecture to ‘Old Londoners’, on the occasion of his retirement 
from the post of physician to the cardiac department at the London Hospital, 

Dr. William Evans provided a wealth of those epigrams for 
Evansian which he has received such fame. Fortunately they have been 
Epigrams preserved for posterity in the supplement to the March issue 

of The London Hospital Gazette. The following selection is 
provided to whet the reader’s appetite for more and encourage him to read 
the lecture in its full form. 

‘Spare time to talk to your patient with cardiac pain, and to explain to 
him the nature of his illness in simple terms’. 

‘Talk to the patient in the presence of his spouse, for his wife in the 
fastness of the home is a better ally to the family doctor than any welfare 
officer in a highly organized rehabilitation centre’. 

‘After passing through an attack of cardiac infarction following a month’s 
convalescence, the patient should be returned to customary work. Patients 
over fifty are loud in their protests when compelled to change their kind 
of work’. 

‘Spend ten minutes explaining to a patient the right way to use trinitrin 
tablets; this pays dividends, and vow never to use the so-called long-acting 
nitrites like “‘peritrate” or ‘‘mycardol’’; the only thing that is long-acting 
in such a practice is the doctor’s gullibility’. 

“Take another vow, namely not to sell your soul to statistics. After all, 
what are statistics? It is that artful art which gives a scientific slant to the 
process of converting a half-belief needing a pinch of salt into one having 
but a grain of truth. In any clinical problem having many variables, the 
well-considered opinion of an experienced physician has greater value than 
that arrived at statistically’. 

‘It is reported that serum cholesterol and coronary arterial disease are 
both low in the Australian Aborigine, the African Bantu, the Eskimo and the 
Nigerian, but who wants to be one of these gentlemen whose standard of 
living is so low as to make precancerous cirrhosis of liver a reality, and 
whose expectancy of life is so short as to make the business of starting to live 
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hardly worth while. No, in the meantime it rains on the just and unjust, so 
that coronary disease visits the industrious and the sluggard, the ectomorph 
and the mesomorph, and those who indulge in the amenities of the table as 
well as those who shun fats, and who favour the fast to the feast’. 


IN the chapter on ‘epidemiology’ in the current standard textbook on leprosy 
(‘Leprosy in Theory and Practice’, edited by R. G. Cochrane) the statement 
is made that ‘it is apparent that, with a few possible 
The Transmission exceptions, leprosy is transmitted by direct contact. 
of Leprosy Occasionally one sees references to possible indirect 
contact transmission through food, clothing, insect 
vectors, etc. Concrete and definite information relative to such transmission 
is lacking’. Although direct transmission is almost certainly the mode of 
transmission, the proof is not absolutely convincing. In these circumstances, 
it is inevitable that the protagonists of indirect modes of transmission 
should ‘still be amongst us, or at least that the possibility of such indirect 
transmission should still be mooted. 

Into this last category comes an interesting paper on ‘Is leprosy trans- 
mitted by arthropods?’ read by Professor Niels Dungal at a symposium on 
leprosy research held in London last summer under the egis of the Acid- 
Fast Club of London and the International Academy of Pathology, and 
now published in Leprosy Review (1961, 32, 28). Professor Dungal, who is 
professor of pathology in the University of Iceland, bases his views largely 
on the experience in Iceland that ‘certain houses and farms seem to be 
breeding places of leprosy’. ‘Housebound insect vectors’, he suggests, ‘might 
explain this close connexion with houses, especially where infections seem to 
occur in a house which has been vacated by the previous occupants’. He 
rules out cockroaches and bed bugs on the grounds that they do not occur 
in Iceland, and houseflies because they do not bite. This leaves fleas, lice 
and Sarcoptes scabiei. On the whole he favours the flea, but in support of 
scabies he quotes a well-known leprologist as saying that in certain parts of 
East Africa he came ‘to accept the amount of scabies in a group as a rough 
indicator of the incidence of leprosy’. The trouble, of course, is that until a 
successful method of inoculating animals is discovered, it will be almost 
impossible to obtain definite evidence as to how the disease is transmitted. 
Meanwhile, Professor Dungal more or less admits that the most that can be 
said in favour of his provocative thesis is that ‘insects cannot be ruled out’. 


“TROPICAL diseases as such occupy a small place in this review’. “The second 
and more important point is the paucity of tropical diseases as commonly 

understood’. The first of these two quotations is from an 
Nigerian analysis by J. R. Lauckner and his colleagues (W. Afr. med. 7., 
Medicine 1961, 10, 3) of the medical admissions to University College 

Hospital, Ibadan, in 1958. The second is from a review by 
Bruno Gans (Jbid., p. 33) of the admissions to the pediatric ward in the 
General Hospital, Lagos, in 1959. This presents, as Lauckner and his 
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colleagues point out, ‘a concept of medicine in the tropics which is some- 
thing quite different from tropical medicine’. Gans goes even further when 
he comments: ‘Schools of tropical medicine in temperate climates appear 
to me to do a great disservice to their students by not stressing enough the 
fact that pneumonia, enteritis, malnutrition, tuberculosis, tetanus and 
meningitis afflict and kill the West African child’. This, of course, does not 
mean that the pattern of disease as seen in hospital is similar to that seen 
throughout Nigeria as a whole but, amongst other things, it does indicate 
that the secondment of registrars to such hospitals from the United Kingdom 
would be of mutual value and would in no way detract from the professional 
standing of such registrars on returning to take up permanent appointments 
in this country. 

Of the many interesting facts brought out in these two reports, three may 
be mentioned. The first is that rheumatic heart disease is by no means 
uncommon, as was at one time thought to be the case. At Ibadan, for 
example, only two cases were recorded in 1955, and three in 1956, but in 
1958 there were 29 cases, representing 2.1 per cent. of all admissions. The 
second is that it is now recognized that both peptic ulcer and diabetes 
mellitus are relatively common conditions, and they were each responsible 
for 3 per cent. of the admissions to hospital in 1958, and this in spite of the 
fact that in the case of both these conditions the majority of cases were 
treated as outpatients. Finally, it is of interest to note that two others of the 
diseases of western civilization—coronary thrombosis and squamous-cell 
carcinoma of the bronchus—are ‘notably rare’ in Ibadan. 


How many doctors have ever read the so-called Hippocratic Oath, far less 
subscribed to it? According to the chief press officer of the British Medical 
Association, there must be incredibly few because, judging 


The by a survey he has carried out, ‘there is no place of medical 
Hippocratic education in the British Isles at which the Hippocratic Oath 
Oath is taken in the form popularly supposed’. Indeed, in only 


six of the medical schools in the country is there a special 
ceremony at which an oath is taken on final qualification—and not one of 
these is in England. The four Scottish universities, the Welsh National 
School of Medicine, and the Queen’s University of Belfast, all have a 
graduation ceremony at which an oath is taken. Perhaps the most distinctive 
of these is that at the University of Edinburgh where for over 200 years it 
has been the custom for medical graduands to subscribe to a Sponsio 
Academica based on the Hippocratic Oath. 

At two medical schools, including Bristol, a copy of the Oath is handed to 
every medical student and, in addition, he or she receives a copy of the 
so-called Declaration of Geneva, described by the press officer of the British 
Medical Association as ‘an attempt to bring the Hippocratic Oath up to 
date’. The University of Birmingham also presents a copy of this ‘declara- 
tion’ to each student on qualifying. 
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MINOR SURGERY OF THE HANDS 


By ROBERT H. C. ROBINS, M.B., F.R.C.S. 
Orthopedic Surgeon, Royal Cornwall Infirmary, Truro 


MINOR surgery is a term which cannot be defined precisely. Patients con- 
sider an operation to be a minor one if it can be performed without their 
needing to be admitted to hospital for the night. That is the criterion which 
I have applied in order to limit the scope of this article, but I realize it to 
be a purely arbitrary one. Many factors influence the decision between 
inpatient and outpatient treatment: the experience of the surgeon, the 
facilities available, the fitness of the patient, the distance to be travelled, the 
use of general anesthesia or plexus block, and last, but by no means least, 
the pressure on hospital beds. The operations which I have chosen to 
describe can all be performed with safety upon outpatients, provided that 
proper care is exercised. 


REQUIREMENTS 
Asepsis—The operating room in the casualty department is not good 
enough. Any risk of infection in an elective operation upon the hand cannot 
be allowed. These procedures must be performed with full aseptic pre- 
cautions, the patient being gowned and the limb distal to the elbow 
thoroughly cleansed by washing with a mild detergent solution, followed 
by the application of 70 per cent. alcohol. 

Anasthesia.—Most British surgeons prefer general anzsthesia; the 
necessary skill is usually available and it is time-saving compared with 
other methods. Infiltration with local analgesics is only suitable for opera- 
tions which are sufficiently brief for the patient to tolerate a pneumatic 
tourniquet on the arm without severe discomfort. Regional nerve block, 
if successful, is entirely satisfactory; it should, however, be administered 
at the level of the brachial plexus in order that a tourniquet may be applied 
to the limb. This is the normal practice of many hand surgeons in Scandi- 
navia and North America. 

Bloodless field——When the tissues are healthy and have a good vascular 
supply, operations involving dissection in the hand must, for reasons of 
safety, be performed in a bloodless field. This is achieved by exsanguination 
of the limb with an Esmarch bandage, followed by inflation of a pneumatic 
cuff around the upper arm to a pressure of about 250 mm. Hg. 

Instruments.—These do not need to be many, but they must be of high 
quality and designed in size for the fine work required of them. A malleable 
splint made of lead (fig. 1) is most helpful in controlling the position of the 
fingers, and it keeps the assistant’s hand out of the operation field. If the 
theatre nurse is the only assistant, she should sit opposite the surgeon and 
the instrument table should be between them. 


June 1961. Vol. 186 (677) 
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TECHNIQUE 

The basis of good hand surgery is ‘atraumatic technique’. This means 
respect for, and gentleness in handling, tissues, the use of sharp instru- 
ments, the avoidance of heavy retractors and the practice of clean dis- 
section. Needless movements are avoided; two strokes of the knife are not 
made if one will suffice. Sharp hooks are used on the skin edge in preference 
to tissue forceps. Divided blood vessels are picked up with pointed hemo- 
stats, which are later twisted off; the occasional large vessel is ligated with 
fine catgut or nylon. The object of all this is 
to safeguard the microscopic vascularity of 
the tissues and thus to reduce reaction to a 
minimum. Clean healing should ensue without 
edema in the fingers. 

Exposures in the hand.—The natural skin 
creases are the guides (fig. 2). Longitudinal 
incisions transgressing these creases are sub- 
ject to tension strains which may lead to 
thickening and contracture of the scar. If the 
cut is made parallel to the crease and not 
exactly through it, closure is made easier 
because the edges tend to evert rather than to 
turn in. All the fingers may be exposed on _ ; 
their volar aspects by a mid-lateral incision on "1-7 The Fisk malleable 

and splint. 
either side; in order to improve access, this 
may be converted to a flap by adding transverse cuts. On the dorsum of the 
fingers a flap incision is usually required to give sufficient exposure. In the 
palm, the line of the third metacarpal is the guide to the structures emerging 
from the carpal tunnel. 

Closure of the wound.—Skin closure must be precise, the edges of the 
wound being handled with fine-toothed forceps and sutures being inserted 
at intervals of } inch (6 mm.). Of the various materials available, the most 
suitable are black silk, nylon or braided wire. 

Compression bandage.—The purposes of the compression bandage are: 
(i) to stop the formation of a haematoma by obliterating potential spaces, 
(ii) to help in the prevention of cedema, (iii) to act as a splint and assist in 
the comfort of the limb. It will do none of these things if it is put on as 
a pressure bandage instead of a compression bandage, the former implying 
something which is too tight, the latter firm compression evenly applied. 
For minor surgery, the simplest method is to avoid cotton-wool and to use 
quantities of fluffed-up dressing gauze held in place by a two-inch (5 cm.) 
crépe bandage. For individual finger dressings, the best material is stocki- 
nette applied with the aid of a simple circular frame and tightened by 
twisting. Care must be taken not to constrict the base of the finger. 

If it is necessary to immobilize the whole hand for a period, the position 
of function should be observed, unless there is any reason to the contrary 

















anc 
Ins 
dis' 
wol 
sut 
trar 
the 
exe 


The 
in t 
not: 
for 

If 
of t 
inte 
it is 
dist: 
miss 
artic 
muc 
the 
finge 
thirc 
fallir 











MINOR SURGERY OF THE HANDS 679 


(extensor tendon repair, for example). This position supports each finger 
with the joints approximately in mid-flexion, the degree of flexion becoming 
greater from the radial to the ulnar side of the hand. The tourniquet is 
released after the bandaging is complete. 

Postoperative care——The limb is elevated immediately after operation. 
Before the patient returns home the surgeon must satisfy himself that the 
circulation in the hand is satisfactory and that the fingers have normal 
sensation. The patient is provided with a sling to wear for the first few days 





Fic. 2.—Sites of election for skin incisions. 


and is instructed in exercises for the shoulder and the unaffected fingers. 
Instructions are also given for the patient to report to hospital if pain or 
disturbance of sensation ensues. Unless there is reason to the contrary the 
wound is not inspected until about ten days from operation, when the 
sutures may be removed. It is often wise to leave sutures for longer in 
transverse incisions, which are subject to a stretching force. No physio- 
therapy should be necessary after minor surgery, beyond the active 
exercises which can be done under the supervision of the surgeon. 


AMPUTATIONS THROUGH THE FINGER 
The indication for amputation of a finger is usually irrecoverable stiffness, 
in the presence of good function in the rest of the hand. Many factors, 
notably sex, age and occupation, influence the decision. ‘There is no reason 
for ablation of the thumb, save gangrene or malignant disease. 

If amputation is necessary, the most important aim is to achieve a stump 
of the correct length with a good skin covering. Distal to the proximal 
interphalangeal joint, the same considerations apply to all the fingers. If 
it is a matter of tidying up remnants of nail and nail-bed, the base of the 
distal phalanx should be preserved. If the whole of the distal phalanx is 
missing, the head of the middle phalanx is trimmed of its condyles and 
articular cartilage, in order to avoid a bulbous stump. Proximal to this, as 
much of the middle phalanx as possible is preserved. When amputation of 
the whole digit is necessary, the site of election varies according to the 
finger. In the middle and ring fingers, it is desirable to preserve about two- 
thirds of the proximal phalanx in order to prevent small objects from 
falling through the gap in the palm, and for the sake of appearances. Such 
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remnants are seldom of value in the index and little fingers. Here it is 
better to perform a disarticulation through the metacarpo-phalangeal joint 
in heavy labourers for whom the full breadth of the palm is important. For 
other men and for all women, amputation through the metacarpal gives a 
hand which is much better balanced, while its appearance is such that no 
obvious abnormality is apparent until the fingers are counted. 

Wherever possible in the digits, a volar flap of skin is fashioned because it is most 
accustomed to the pressure strains normally acting upon the fingers. Digital nerves 
are divided cleanly and allowed to 
retract from the region of the scar. 
Tendons must not be sutured to- 
gether over the ends of the bone, lest 
they prejudice movement in other 
fingers. No deep sutures are required. 
Correctly performed, the line of skin 
closure lies dorsally (fig. 3). 

Amputations at the base of the 
fingers are performed through 
racquet incisions. In the index 
and little fingers the metacarpal 
bone is sectioned obliquely 
through its head or through the 
distal third of the shaft. 





Fic. 3.—Amputation through the terminal 
t segment of the ring finger. The digit is 
a S-PLASTY shown in full flexion; the scar is away 
This is an ingenious method of from the important tactile area. 
correcting a skin contracture by 
increasing length in a scar at the expense of the breadth of the skin on either 
side. It is not suited to area scars resulting from skin loss, but is ideal for the 
webbing produced by longitudinal wounds or misplaced surgical incisions. 
The method is to raise and transpose two triangular flaps (fig. 4); each of them 
should be an equilateral triangle, the length of each side incision being the same 
as that of the scar and making an angle of 60 degrees with it. It is important first 
to map out with sterile pen and ink the scar to be excised and the projected skin 
flaps. After transposition the central limb of the Z lies transversely in the line of 
the normal skin creases. 


DELAYED REPAIR OF EXTENSOR TENDONS 

In certain situations divided extensor tendons have their powers of re- 
traction limited by the tethering of surrounding tissues or aponeurotic 
connexions. If the lesion is not close to an interphalangeal joint, repair is 
not difficult: this applies to the dorsum of the hand proximal to the knuckles, 
the levels of the shafts of the proximal and middle phalanges of the fingers 
and the proximal phalanx of the thumb. The sparseness of subcutaneous 
tissue in these situations makes it undesirable to bury suture material. 


This problem is solved by using a wire passing through the tendon and skin in 
a figure-of-eight manner; three sutures are usually needed and they should all be 
inserted before the first is tied. In order to expose the lesion, a transverse skin 
incision is made over the site of injury and extended to make a small flap giving 
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access proximally. The edges of the tendon are defined and the intervening scar 
tissue is excised. After completing the repair, the digit is immobilized in extension 
for three weeks; the sutures are then removed and active movements begun. 

Extensor tendon injuries related to the interphalangeal joints pose special 
problems; on the back of the carpus and the first metacarpal considerable 
retraction of the proximal end may occur. No flexor tendon repair in the 
hand is suited to outpatient treatment. 


> 


C{B 














(a) 





(b) 


Fic. 4.—(a) Design of the Z-plasty. AB represents scar to be excised. By transposing 
equilateral flaps, relative length is gained in this diameter at the expense of shortening 
the diameter CD. (After Rank and Wakefield, 1960.) (b) Correction of skin contracture 
of the thenar cleft by Z-plasty. 
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ARTHRODESIS OF THE FINGER-JOINTS 


The operative indications may be: (i) irrevocable joint injury (or arthritis), 
(ii) instability of a distal joint due to tendon rupture or division—an 


alternative to tendon repair. 


The method is to approach the joint dorsally through a bayonet-shaped incision, 
of which the transverse part is along the skin crease over the joint. In the distal 


joint the extensor tendon, capsule and collateral ligaments are all divided in order 


to give a wide exposure, but in the proximal interphalangeal joint the extensor 





(a) (b) (c) 


Fic. 5.—Arthrodesis of proximal interphalangeal joint. (a) Old fracture-dislocation which 
had been overlooked, due to associated head injury. (b) Arthrodesis with crossed 
Kirschner wires. (c) Radiographs 9 months later, showing sound fusion. 





(a) (b) (c) (d) 


Fig. 6.—Arthrodesis of distal interphalangeal joint. (a) Fixation with Kirschner wire. 
(b) Radiograph showing fusion, taken 3 years after operation. (c) and (d) Clinical 
appearances and furiction. 
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tendon is incised along the side and reflected in one piece. A wedge of cartilage and 
bone is excised, so that the raw surfaces are in good contact and at the correct 
amount of flexion. Kirschner wire is used for fixation: two crossed wires for the 
proximal joint and a single one for the distal 
(fig. 5, 6)—and retained until there is evidence of 
union. No external splintage is necessary. 


FOREIGN BODIES AND SUBUNGUAL 
HEMATOMA 
Removal of foreign bodies.—Not all foreign 
bodies in the hand need to be removed. If 
they are inorganic, small and in a harmless 
position they may be left alone, but metal 
or glass in close proximity to nerve, tendon 
or joint usually requires removal. Metallic 
foreign bodies can be surprisingly difficult 
to find, and radiographic control should be 
available during operation. Organic foreign 
; * bodies (e.g. wood splinters, thorns, meat 
ee es and fish bones) are potentially dangerous as 
in infancy. a cause of serious infection, including tetanus, 
and they must therefore be removed as soon 
as possible. If there is any sign of infection, a bacteriological swab should 
be taken and a course of antibiotics started; the wound should be left open 
and the hand splinted in the functional position. 

Subungual hamatoma.—A hematoma under the nail can be very painful. 

Relief is obtained by trephining a small hole with the point of a scalpel. 








STENOSIS OF THE TENDON SHEATHS 
Stenosis of the tendon sheaths presents in different ways according to the 
site of the lesion and age of onset. 

Congenital tendo-vaginitis stenosans of the thumb.—'The child is brought 
with an apparent flexion deformity of the terminal. joint (fig. 7). The 
mother may say that it sometimes straightens, but the usual story is that 
the condition has been present since birth. The lesion is always in the same 
place, namely the entrance to the fibrous sheath at the level of the flexor 
crease opposite the metacarpo-phalangeal joint. 

Full excursion of the thumb is achieved by removal of a narrow strip of the 
affected portion of tendon sheath. This may be exposed through a transverse 
incision, great care being taken not to damage the digital nerves which are situated 
very superficially; they should be identified before the sheath is incised. The sheath 
itself is usually normal in appearance, but the substance of the tendon of flexor 


pollicis longus contains a pearly nodular thickening. After suture of the skin, active 
movements are started. 


Trigger thumb.—This is the equivalent condition in the adult, but the 
presenting symptom is usually locking of the thumb in flexion, with sudden 
and painful release. Alternatively, there may only be pain, with exquisite 
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tenderness beneath the flexor crease. The site of the lesion and its surgical 
treatment are as described above. 

Trigger finger —This is very characteristic, locking occurring in full 
flexion of the digit. Release is usually quite easy, but a patient may present 
with the finger locked; in such a case considerable manual force may be re- 
quired to free the tendon. The middle and ring fingers are most often affec- 
ted; the stenosis is always found at the proximal end of the fibrous sheath, 
which is usually thickened. Many patients with rheumatoid arthritis show 
this condition, due to a granuloma within the substance of the flexor tendon. 

The principles of operation are the same as for the thumb. The exposure is made 
through a short, transverse incision about one-half inch (12 mm.) distal to the 
transverse palmar crease opposite the affected finger. 

Stenosing tendo-vaginitis of the abductor and extensor tendons of the thumb 
(de Quervain lesion).—This common condition is often overlooked. It 
causes pain on the radial side of the wrist and patients complain that they 
keep dropping things. Tenderness is felt along the line of the tendons over 
the radial styloid, and a nodular thickening may be visible. Pain may be 
felt on ulnar deviation of the wrist but, if the thumb is clenched into the 
palm and the wrist then strained medially, pain becomes acute. In the early 
stages, immobilization in plaster as used for a fractured scaphoid for three 
weeks may relieve the pain, but if there is a nodule present clinically there 
is no advantage in delaying operation. 

A transverse incision over the point of maximal tenderness gives adequate 
exposure and a good scar afterwards. The terminal sensory branch of the radial 
nerve crosses the field and must be sought and preserved. The thickened sheaths 
are excised; incision is not enough. Great variation exists in the anatomy of the 
tendons of abductor pollicis longus and extensor pollicis brevis. The surgeon 
must satisfy himself that both sheaths have been opened and that he has not been 
misled by the presence of an accessory tendon. After closure of the skin, active 
movements are begun. 

COMPRESSION LESIONS OF NERVES 

The most characteristic feature in the history of median carpal compression 
is the regular wakening of the patient in the early hours of the morning 
by pain in the median distribution. Examination may or may not show 
median sensory changes or wasting in the thenar eminence, but it is usually 
possible to provoke the symptoms by pressure over the carpal tunnel. A 
plaster night splint to maintain the wrist in the neutral position sometimes 
gives lasting relief (especially if the onset occurred during pregnancy). 
Failing this, the carpal tunnel should be divided. 

The method recommended is to divide the whole length of the carpal tunnel 
under direct vision. A curved incision following the line of the thenar crease with 
a short transverse extension across the wrist gives a good exposure. A blunt dis- 
sector should be passed between the nerve and the overlying retinaculum before the 
latter is divided. The median nerve is inspected to note any constriction and 
palpated for the presence of interstitial fibrosis. If the latter is found, the prognosis 
for recovery of neurological signs is not favourable. 

By comparison with median carpal compression, the ulnar nerve is rarely 
affected. A motor lesion, however, may be caused by pressure on the deep 


branch by a ganglion in the region of the hook of the hamate. 
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BENIGN TUMOURS 

Ganglion.—The simple ganglion is the commonest tumour in the hand. 
Any doubt about the diagnosis can be resolved by aspiration. It may arise 
from joint or tendon sheath. In the latter category are the tense, tender 
swellings, about the size of a pea, which are felt at the base of a finger on 
the volar surface. They should be removed entire, together with a strip of 
fibrous sheath. A transverse or small flap incision should be made and the 
digital nerves seen and preserved. The various ganglia occurring round the 
wrist usually arise from one of the carpal joints and are liable to recur after 
removal. Because of their deep communication it is difficult to remove 
them without rupture. A large ganglion is often seen near the insertion of 
flexor carpi radialis; the radial artery may be adherent to it and care should 
therefore be exercised in dissecting it out. The simple ganglion must always 
be distinguished from the ‘compound ganglion’—an extensive synovial 
swelling of tuberculous or rheumatoid etiology. 

Implantation dermoid.—Small penetrating wounds from such causes as 
sewing needles or metallic filings may carry with them germinal cells from 
the skin. Implantation dermoid cysts are therefore most often seen in the 
terminal segments of the digits and in the palm. Their removal requires a 
flap exposure, but presents no special problem. 

Benign giant-cell synovioma.—This is an uncommon tumour, superficially 
resembling a ganglion on clinical examination but atypical in its situation. 
It is solid in consistency and often yellowish in colour. It should be dis- 
sected out through a flap incision and care taken to leave no part of it 
behind. Apart from an obvious simple ganglion, all tumours removed 
should be sent for histology. 

Synovial cyst.—This arises on the dorsum of the fingers and communi- 
cates with an interphalangeal joint. It may be multiple and may discharge 
thin fluid through a sinus. Simple excision is often difficult because of the 
extreme thinness of the skin covering near the base of the nail. In this case 
it is necessary to excise the cyst down to its communication with the joint, 
together with the overlying skin, and repair the defect with a split skin 
graft; otherwise recurrence is likely. 

I am obliged to Edward Arnold (Publishers) Ltd. for permission to reproduce 
figures 1 to 6, which are taken from ‘Injuries and Infections of the Hand’ (Robins, 


1961). I wish to express my appreciation to Mr. Norman Capener for his advice and 
criticism. 
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INFECTIONS OF THE HAND 


By EDWARD HAMLIN, Jr., M.D. 
Associate Clinical Professor of Surgery, Harvard Medical School; 
Visiting Surgeon, Massachusetts General Hospital, Boston, Massachusetts 


So much has been written and so well about infections of the hand that it 
may appear presumptuous to attempt to add to the already extensive 
literature on the subject. Nor is the matter as pressing as in 1925 when 
Kanavel wrote his masterpiece. Since the introduction of antibiotics, because 
of this or because of better education and appreciation of the importance 
of hand infections by practitioners and the laity, far fewer serious dis- 
abilities of the hand as a result of infection are seen. The subject, however, is 
still important and it is hoped that the experiences of the Hand Clinic of 
the Massachusetts General Hospital may be of some practical use to the 
general practitioner. 


THE ROLE OF ANTIBIOTICS 
Infections of the hand may be produced by essentially any organism and 
they may occur in any part of the hand. The vast majority of infections are 
caused by staphylococci and streptococci, and the finger-tips, being most 
subject to injury, are involved much more commonly than other parts of 
the hand. 

It is almost certain that the proper antibiotic can aid materially in aborting 
an infection if an abscess has not yet become established. The key word 
here is ‘proper’. It is as important here to employ antibiotics wisely as in 
dealing with infection in the rest of the body, and the proper drug can be 
determined only by identification by culture and determination of sen- 
sitivities, with a few exceptions. If, for instance, there is lymphangitis 
with rapidly spreading cellulitis, it is reasonable to assume that a hemolytic 
streptococcus is involved and that penicillin in adequate dosage should be 
used. If the dorsum of the hand is involved secondarily to a laceration 
over the metacarpo-phalangeal joint, one may assume that the injury was 
caused by a human bite and so a ‘broad-spectrum’ drug is employed. In 
most other cases it is wiser to be accurate than arbitrary in the use of anti- 
biotics. There is some evidence that wounds inoculated with bacteria may 
be protected if antibiotics are given within the first few hours after injury. 
Whether this may be of practical importance has yet to be determined. 

It is of even greater importance to recall that the only satisfactory treat- 
ment of an abscess, no matter how early, is surgical drainage. Antibiotics 
have the ability of ameliorating the symptoms of an abscess, presumably 
by controlling the local spread of infection and cellulitis, to such an extent 
that if one is not exceedingly vigilant and perceptive, much time may be 
lost before proper surgical drainage is instituted. A careful balance should 
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therefore be maintained when viewing any early infection of the hand. The 
old aphorism, ‘when in doubt, drain’, no longer applies as it once did, 
but a lively sense of when to drain certainly does. 


REST AND WARMTH 


There is another generalization that may be made. All infections of the 
hand, whether drained or not, will benefit by rest and damp warmth. The 
beneficial effects of rest on infected or injured parts has been observed 
by almost all our medical ancestors and many of them wrote about it 
extensively. It is a truism, however, that is often forgotten or ignored in the 
over-optimistic belief that antibiotics will take care of everything. 

Damp warmth adds considerably to one’s armamentarium in dealing with 
hand infections. By increasing local circulation, reducing the area of 
cellulitis and producing wrinkling in the surrounding skin, the area of 
infection is localized and, if an abscess is formed, this will be made more 
apparent and the site of election for incision and drainage disclosed. If 
drainage has already been instituted, damp warmth will prevent scabs from 
forming, will keep cornified epithelium soft and pliable and will effectively 
aid in the resolution of areas of induration. 

Rest and damp warmth can be best combined in the type of dressings 
employed extensively in the affected limbs in anterior poliomyelitis. Known 
locally by many different names, such as ‘hot pack’, ‘E.W. Poultice’, ‘Sister 
Kenny pack’, and so forth, it provides the most effective therapy for 
infections of the extremities. It can be employed in the home equally as well 
as in the hospital. If only one method of treatment were allowed, the ‘hot 
pack’ would be preferable to antibiotics in dealing with infections of the 
hand. 


It consists of three layers. Next to the skin one quickly folds a damp, warm 
(not hot) bath towel or piece of blanket around the entire hand and forearm. If 
there is lymphangitis or axillary adenitis, the entire arm and shoulder may be 
included. Next, a dry towel or blanket should he folded over the damp one, and 
finally a layer of waterproof material, plastic, rubber, or the like, should enclose the 
entire bundle. Loose ties of bandage, string, and so forth, are used to support the 
dressing and the whole should be elevated on one or two pillows. 


This dressing provides comfortable immobilization with a poultice, allows 
elevation which soaking cannot do, and can be left without changing for 
extended periods of time. If properly constructed, it will remain warm over- 
night or longer. 


INCISION AND DRAINAGE 


A third generalization should be made about incision and drainage. It was 
common a few years ago to hear surgeons refer with some scorn to ‘medical 
incisions’ : i.e. those made by their non-surgical colleagues. Doubtless there 
was some justification for their scorn, but surgeons are by no means 
immune to criticism on that score. The only criteria of success of an 
incision to drain an abscess are that it accomplishes its purpose, does not 
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have to be repeated or revised and that the resultant scar subsequently 
interferes as little as possible with function. 

It follows then that once the decision to drain has been made, some 
thought should be given to the exact site of the incision. Its size will be 
determined by the extent of the underlying abscess and the adequacy of 
drainage that it provides. Above all, it must be adequate. ‘To ensure adequacy, 
incision should never be attempted unless proper anesthesia is employed 
and a wound without bleeding is produced. The surgeon should never feel 
hurried as he will if pain is present. He should be able to explore all the areas 
of infection and unroof them so that complete drainage is assured. He 
should be able to visualize every part of the abscess without having to wipe 
blood away constantly. He must have good anesthesia and he must employ 
a tourniquet. 

The after-care is equally important. The wound should be observed 
daily and carefully cleansed and debrided of crusts, loose skin and necrotic 
material. A single layer of paraffin gauze dressing over the wound itself 
with sufficient sterile gauze to absorb all drainage, held against the wound 
with slight pressure, is satisfactory. As soon as clean granulations have 
formed, some degree of motion may be allowed, particularly in elderly 
people, so that ankylosis of joints may be avoided. 


PARONYCHIA 

A paronychia is an infection in or under the thick cornified skin at the side 
or the proximal end of a nail. It occurs commonly on the fingers of house- 
wives and is occasioned by pin-pricks, steel wool, rose thorns, and so forth. 
It usually presents in one of two forms. The more common is a blister of 
the skin just proximal to the nail containing pus. This is almost invariably 
an intracutaneous infection, which is easily relieved by trimming the blister 
off with a pair of scissors. This is an ‘office’ procedure that does not require 
anesthesia in any form. 

The second type presents as a diffuse painful swelling on one side of the 
finger close to the nail, with induration. There may or may not be evidence 
of pus. This type is also best treated in the practitioner’s surgery and 
anesthesia is rarely required. If pus is evident, the area can be incised 
sufficiently to allow it to escape, and the superficial cornified layer then 
excised to provide drainage. If no pus is evident, the cuticle may be gently 
pushed back from the nail and elevated as in manicuring. Occasionally it 
is necessary to shave off thickened cuticle with a sharp knife. Almost 
invariably after a bit of very gentle manceuvring a flow of pus will reward 
the operation. Again, when the abscess has been drained, cuticle should be 
removed in order to facilitate drainage. Only rarely will it be necessary to 
utilize anzsthesia and actually incise the area. 

Finally, paraffin gauze dressing should be placed over the area, followed 
by a small gauze dressing. The patient should be instructed to keep the 
dressing damp by holding it under the tap for a moment every few hours. 
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At night it can be covered with plastic or cellophane to prevent drying out. 
It should be kept in place for from twenty-four to forty-eight hours. If the 
induration is not completely gone when the dressing is changed, it should be 
kept damp for another day or so. Antibiotics are almost never necessary. 


FELON 

A felon is a closed-space infection in the pulp around the terminal phalanx 
of a finger. It is almost always produced by a pin or thorn prick and usually 
produces quite severe discomfort because the infection is contained within 
a space which has no outlet. The diagnosis is obvious. The treatment is 
equally obviously—incision and drainage. Quite often the finger-tip is 
diffusely swollen and tender and there is no evidence of localization. In these 
circumstances it is useful to apply a warm wet dressing, with the hand 
elevated for two to four hours. Almost invariably wrinkling will be found on 
one side of the finger or the other, which indicates which side to incise. 

It is important that the incision be placed and developed so that the 
entire area of infection be exposed. It is also important that the incision 
be no greater than necessary, so that the cosmetic result be as good as 
possible. A bloodless field is therefore essential. A tourniquet can be placed 
around the proximal part of the finger itself and the anesthesia produced by 
nerve block. If, however, there is lymphangitis it is better to avoid in- 
filtration in the region of lymphatics, and general anzsthesia is therefore 
preferable. 

The incision should be started on the lateral side of the distal phalanx 
and aimed distally so that if it is necessary to extend it around the tip of the 
finger it will be as close as possible under the overhanging nail. This is to 
avoid a scar that crosses the tactile part of the finger tip. The abscess should 
be entered and small retractors placed to allow complete visualization of the 
entire cavity. If this cannot be done, the incision must be extended until 
visualization is complete. 

Cultures should be taken and then, after irrigation, a careful debridement 
of all necrotic material be done. A small piece of rubber drain can be left 
between the edges of the incision. The tourniquet is then released and after 
a gauze dressing has been applied the arm is placed in a warm pack for the 
next twenty-four to forty-eight hours. Penicillin should be started later, 
changing to the appropriate antibiotic when sensitivities have been deter- 
mined. If the procedure has been executed as outlined, no further drainage 
should become necessary. 


‘FURUNCLE AND CARBUNCLE 
These occur almost invariably from infection of a hair follicle on the 
dorsum of fingers or the hand itself. Warm packs plus antibiotics should 
abort many of them when seen in the early stages. If an abscess has developed 
it must be drained, with adequate anesthesia and tourniquet. It is important 
to avoid injuring tendons, nerves and blood vessels, so that their position 
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in relation to the position of the abscess must be determined. A large 
carbuncle will probably require a cruciate type of incision with extensive 
debridement. Paraffin gauze dressing may be used to pack the resultant 
cavity and a warm pack dressing used postoperatively. 


LUMBRICAL SPACE INFECTION 

The infection is usually derived from infection under a callus which breaks 
through into the lumbrical space. Evidence for this is tenderness fairly well 
localized between two metacarpal heads. There is much more swelling on 
the dorsum than on the palmar surface, and for this reason it is easy to be 
misled regarding the most direct route for drainage of the abscess. This 
must be done under adequate anesthesia and in a completely dry field. A 
small incision is made in the web space, bearing in mind that the digital 
nerve bifurcation will be encountered proximally. When the abscess cavity 
is entered, the two adjacent fingers can be held in abduction and a good 
view of the extent of the abscess obtained. In order to perform effective 
drainage, it is usually necessary to divide the web and leave a small piece of 
rubber drain for twenty-four to forty-eight hours while the usual warm 
pack is used as a dressing. 


TENOSYNOVITIS 
Since there is only about 2 mm. of skin and subcutaneous tissue overlying 
the tendon sheath at the creases of the fingers, a puncture wound in these 
areas is capable of introducing bacteria into the sheath. Happily these serious 
infections appear to be much less common than formerly. Twenty years 
ago one saw almost as many hands seriously crippled by the effects of teno- 
synovitis as by trauma. 

The diagnosis should be easy. There may or may not be a history of 
trauma, there is some swelling of the affected finger, with marked tenderness 
over the palmar surface limited to the projection of the sheath on the skin 
surface. The finger is held in semi-flexion and passive extension provokes 
severe pain. Immediate drainage plus antibiotics should be the treatment. 
The danger of delay in drainage lies in the proteolytic action on the relatively 
avascular tendon, which apparently is irreversible and produces a totally 
adherent or suppurative mass of scar, which eventually will require replace- 
ment with a tendon graft. 

The best incision is probably a lateral palmar one from the distal inter- 
phalangeal crease to the web. A second incision should be made directly 
over the tendon from the proximal finger crease to the distal palmar crease. 
The tendon sheath should be opened throughout its extent preserving only 
the pulleys. Thin rubber drains are used to hold the wounds open for 
twenty-four to forty-eight hours and the usual warm packs applied. The 
appropriate antibiotic should be given. This procedure pertains to the index, 
mid, and ring fingers. Commonly in the little finger the sheath may extend 
to the ulnar bursa in the wrist. Whether it does or not can be determined by 
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passing a probe proximally and an appropriate incision made along the 
course of the sheath. 

In the thumb one must guard against injury to the digital nerves which, 
opposite the metacarpo-phalangeal joint, lie superficial to the tendon sheath 
rather than laterally. The tendon sheath of the thumb is almost always 
continuous with the radial bursa in the wrist and since it is impractical and 
inadvisable to attempt exposing the sheath during its passage under the 
thenar muscles the bursa must be drained. 


PALMAR SPACE INFECTION 
Infection in the thenar or mid-palmar spaces arises either by extension 
from infection elsewhere or by a wound of the area. 

The thenar space is essentially the first web space. Deep infection between 
the thumb and index finger, just distal to the thenar muscles, establishes 
the diagnosis. Incision and drainage are best done through an incision on the 
dorsum parallel to, and just lateral to, the second metacarpal. There are no 
important nerves or vessels in the way when the abscess is approached from 
this direction. 

The mid-palmar space must be considered as probably involved when 
the abscess lies in the palm, medial to the second metacarpal and proximal 
to the distal palmar crease. It should be approached through a transverse 
incision directly over the most prominent area. Following division of the 
palmar fascia, approach to the abscess must be made between the tendons, 
carefully avoiding the neurovascular bundles. Small ribbon drains should 
be left and warm packs applied. 


HUMAN BITE INFECTIONS 

A laceration over the dorsum of a metacarpo-phalangeal joint must be 
strongly suspected of having been occasioned by impact against a tooth. 
If this is the case, subsequent infection produced by mouth organisms 
should be anticipated. With the fist clenched, the joint space itself is covered 
only by skin and the expansion of the extensor tendon forming the posterior 
capsule of the joint. This means that a very small penetration of the surface 
will enter the metacarpo-phalangeal joint. Extension of the finger then seals 
the joint and anaerobic organisms may grow in ideal culture media. In the 
pre-antibiotic days it was essential that all such injuries be opened widely 
and the joint drained. Now, however, if seen early, penicillin and strepto- 
mycin may abort such an infection. The joint should be immobilized for 
two to three days and if any cellulitis or other evidence of infection is 
present the warm pack is ideal for this purpose. If infection has become 
established, particularly in the joint, incision and drainage must be done. 
An incision just lateral to the knuckle is preferable, to be extended on the 
dorsum as far as is necessary for complete drainage. 





THE MANAGEMENT OF 
INJURIES OF THE HAND 


By ATHOL PARKES, M.B., F.R.C.S.Epb. 


Assistant Orthopedic Surgeon, Western Infirmary, Glasgow; Surgeon in charge of 
Peripheral Nerve Injury and Hand Injury Clinics, Western Infirmary and Killearn 
Hospital, Glasgow 


ALTHOUGH it should always have been obvious that a severe hand injury is 
nothing short of an economic calamity to the great majority of victims, it 
is only since the 1939-45 War that any concerted effort has been made to 
treat such cases with the expert care and attention that their gravity de- 
serves. It is a regrettable fact that the treatment of these injuries in many 
parts of this and most other countries falls far short of an acceptable level 
of efficiency. Possibly this is in part due to a lack of awareness on the part 
of those medical men who first see the cases of just how much can be done, 
by modern technique applied by a surgeon experienced in dealing with 
such injuries, to restore satisfactory function to a hand which, in the past, 
would not have been considered amenable to treatment. It is an encouraging 
sign that now in Great Britain approximately fifty orthopzdic and plastic 
surgeons who are especially interested in surgery of the hand are members 
of a ‘Hand Club’ and meet regularly in this country and abroad to discuss 
the many problems still outstanding and, by mutual exchange of ideas, to 
improve their knowledge and technique. Although this means that skilled 
treatment will become increasingly available throughout the country, 
recognition of the extent of the damage and, very often, the initial treat- 
ment will remain the responsibility of the general practitioner or the 
general surgeon. It is therefore important that the practitioner should be 
able to assess the severity of the injury and, when necessary, be competent 
to deal with the severely injured hand in such a way that it will be left in 
the best possible condition for subsequent reconstruction by the specialist. 
To guide the practitioner in his management of this most important early 
stage is the main purpose of this article. 


EXAMINATION OF THE INJURED HAND 
History.—Here all that need concern us is the answer to the question: 
‘What was the nature of the injury?’ for upon this may depend the subse- 
quent line of investigation. For example, if the story concerns an incised 
wound one immediately thinks of the possibility of divided tendons or 
nerves whereas, if the hand has been severely crushed, one thinks more in 
terms of damage to the skeleton and impairment of vitality of the skin. 

Inspection.—It is surprising how often an experienced observer can make 
an accurate diagnosis as to the extent of the damage purely from inspection. 
After taking note of any obvious signs of injury, such as the presence of a 
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wound in which it may sometimes be possible to see the ends of divided 
tendons or even nerves, he then examines the area ‘with x-ray eyes’; that 
is, he conjures up a mental picture of the important structures which he 
knows lie in the immediate vicinity of the damage and which may therefore 
have been injured. In the case of an incised wound these structures are 
usually tendons or nerves. More difficult to assess is the crushed hand, for 
damage to the skin and deeper structures is often much more extensive than 
is apparent in the initial stages. 

He will then study carefully the parts distal to the level of the injury 
paying especial attention to posture when the hand is at rest, to the state 
of the skin and to any obvious deformity. The position taken up by the 
normal hand at rest is the result of a balance of forces between the various 
muscle groups so that, when this balance is disturbed either by division 
of muscles or tendons or by paralysis of certain groups from loss of their 
nerve supply, significant deviations from the normal resting position occur. 
The colour of the skin may show the increased blood flow of denervation 
or the pallor of ischemia; the absence of sweating in certain areas indicates 
denervation and so provides visual evidence of cutaneous sensory loss. 

Palpation.—Apart from its value in detecting fractures and dislocations, 
the inability to feel a tendon in its normal position (compared with the 
normal side) may indicate that it has undergone division and retraction. 
This is especially applicable to the flexor profundus tendons in the digits. 


SPECIAL CLINICAL TESTS 
In the majority of cases one is concerned mainly with the detection of 
damage to tendons and nerves. For the latter the tests fall naturally into 
two categories: tests for motor function and tests for sensory function. The 
methods used for tendons and for the motor functions of nerves are similar 
and can be considered together. 

Muscle testing.—An essential prerequisite, of course, is a sound knowledge 
of the basic anatomy of the hand, especially concerning the action of the 
various muscles and their nerve supply. One difficulty often encountered, 
especially with an anxious or excited patient, is to get him to understand 
clearly exactly what movement one wishes him to attempt to perform. 
This can be overcome by using the following routine method :— 

(1) With the patient relaxed the examiner himself carries out on the patient what 
he knows to be the prime action of the tendon or muscle to be tested. (The move- 
ment is thus passive, not active.) 

(2) The examiner then says to the patient: “Try to keep it like that; don’t let me 
move it’. 

(3) The examiner then tries to move the joint or joints in the opposite direction 
and, at the same time, tries to see or feel any tightening of the muscle or its tendon, 
thus avoiding the pitfall of being deceived by ‘trick movements’ due to the action 
of subsidiary muscles to the one being tested. 


(4) If still in doubt, the same test should be carried out on the patient’s opposite 
(and presumably normal) hand. 


With practice it will be found that this method of muscle testing can be 
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carried out more quickly than the more normal method of trying to get 
the patient to carry out the movements actively. 

Sensory testing.—Sensation can be tested satisfactorily by using a wisp 
of cotton-wool (light touch) and an ordinary pin (pain). The patient should 
have his eyes closed or otherwise be prevented from seeing what is going 
on, and he should be told simply to say ‘Yes’ whenever he feels the stroke 





Fic. 2.—Although, classically, the 


Fic. 1.—Testing the integrity of the median nerve supplies the pal- 
median nerve. The arrow indi- mar aspect of the lateral three- 
cates the contracted abductor and-a-half fingers, complete loss 
pollicis brevis. of cutaneous sensibility over an 


area as small as that shaded in 
this photograph can be con- 
sistent with complete division of 
the median nerve. 


of the wool or the prick of the pin. If he sometimes answers ‘No’, one 
suspects that the conditions of the test are unsatisfactory! 

X-ray examination.—This is, of course, desirable when fractures, dis- 
locations or buried radio-opaque foreign bodies are suspected. 


SOME COMMON ERRORS IN DIAGNOSIS 
Unlikely as it may seem, one of the most commonly missed diagnoses is 
complete division of the median nerve at the wrist. The injury is by no 
means rare for in front of the wrist the median nerve is very superficial, 
and incised wounds in this region are commonly sustained by putting the 
hand through a glass window or by falling on broken glass or the like. 
Very often there is coincident injury to the flexor tendons and even to the 
ulnar nerve, but division of the median nerve is not infrequently missed 
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because of two commonly held misconceptions regarding its distribution. 
Both of these are due to a failure to appreciate that in a large minority of 
individuals the median nerve has a comparatively small but nevertheless 
important distribution in the hand, and in these people the ulnar nerve 
distribution is correspondingly more extensive. On the motor side it should 
be realized that the only easily tested muscle in the hand constantly supplied 
by the median nerve is the abductor pollicis brevis which lies superficially 
in the outer part of the thenar eminence where it can easily be seen and 
felt when it contracts (fig. 1). This is the only muscle upon which one can 
rely when testing for median motor 
function in the hand. The commonly 
used test of seeing whether the patient 
can oppose the tip of the thumb to the 
tip of the little finger is often fallacious, 
for many patients can do this with a 
completely divided median nerve. The 
second common misconception concerns 
the sensory distribution of the nerve. 
Although, classically, the median supplies 
the palmar aspect of the lateral three and 
a half digits, complete loss of cutaneous 
sensibility over an area as small as that 
shown in fig. 2 can be consistent with 
complete division of the median nerve. 

Another commonly missed nerve lesion 
is that involving the deep (motor) branch 
of the ulnar nerve where it crosses the 
base of the palm from medial to lateral 
Fic. 3.—Testing the integrity of the side and where it mad be injured by deep 

deep (motor) branch of the ulnar Wounds in this region. It is missed be- 
nerve. The arrow indicates the cause there is no sensory loss (the super- 
contracted first dorsal inter- A ieee 
essceus muscle. ficial branch being intact) and the motor 
loss affects only those ulnar-innervated 
muscles in the lateral part of the hand. The muscle easiest to test here 
is the first dorsal interosseous which abducts the metacarpo-phalangeal 
joint of the index finger (fig. 3). 

As indicated previously, the damage sustained by a crush injury can 
easily be underestimated in the early stages. ‘The danger here arises from 
damage to numerous small blood vessels which, together with the extensive 
edema which so often only becomes evident some hours after injury, so 
impairs the viability of many of the soft tissues that they may be incapable 
of survival. 





GENERAL PRINCIPLES OF TREATMENT 
The one factor above all others which militates against good results in hand 
surgery is the formation of fibrous adhesions, and throughout the treatment 
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of any injury this fact must be uppermost in the surgeon’s mind. Not only 
is it necessary to treat the initial injury in such a way that it heals with the 
minimum of scar tissue formation, but any reconstructive procedures must 
be carried out under the most favourable conditions and with a meticulous 
atraumatic technique lest insult be added to injury and the tissues express 
their umbrage by further adhesive reaction. Apart from actual physical 





Fic. 4.—The ideal position for immobilization of the hand. 


injury and subsequent scar formation, the most potent cause of adhesions 
is edema. If edema is allowed to persist for more than about a week, the 
glue-like properties of the cedema fluid will gum up the delicate and com- 
plex gliding mechanisms of both tendons and joints and such stiffness will 
ensue that it may never be possible to restore reasonable function to the 
hand. It is not, of course, always possible to maintain full mobility of the 
injured hand; other considerations such as rapid healing of wounds and 
fractures may demand immobilization. But if immobilization is called for 
let us at least immobilize the hand in the position of function, from which 
there is the best chance of restoring mobility at a later date, and let us 


minimize oedema by a compression bandage and by elevating the hand. | 


The mistake most commonly made is that of fixing the metacarpo- 
phalangeal joints of the fingers in too much extension and of fixing the 
thumb in too much adduction. The ideal position for immobilization is 
shown in figure 4. The metacarpo-phalangeal joints should be flexed at 
least forty-five degrees from the straight position, all the interphalangeal 
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joints should be semiflexed and the thumb should stand away from the palm 
in a position of semi-opposition. 


PRIMARY TREATMENT OF THE INJURED HAND 
Unless the surgeon has the necessary facilities at his disposal and is experi- 
enced in the rather special techniques of hand surgery, it will be assumed 
(and quite correctly) that the less reconstruction that is attempted in the 
initial stages the better. The main aims of primary treatment should be:— 

(1) To attempt to sterilize the wounds. 

(2) To ascertain the extent of the damage. 

(3) To promote the earliest possible healing of wounds and, in some 
cases, fractures. 

Except in the case of minor wounds requiring only skin suture a general 
anesthetic is highly desirable. 

Preparation.—The skin generally requires prolonged cleansing, prefer- 
ably by being scrubbed with plain soap and water. Until most of the dirt 
has been removed from the surrounding skin any wounds are covered with 
sterile gauze swabs. These are then removed and the skin edges cleansed, 
always working away from the wound to avoid further contamination. 
Strong antiseptics should mot be used. The area is finally washed with 
sterile water or saline. 

The hand is then wrapped in a sterile towel while it is exsanguinated, 
preferably by the application from below upwards of an elastic Esmarch 
bandage followed by the application of a pneumatic tourniquet (sphygmo- 
manometer cuff) which is inflated to about 300 mm. Hg. The elastic bandage 
is then removed. If a suitable bandage is not available the limb should be 
fully elevated for two minutes before inflating the cuff as rapidly as possible. 
Such a pneumatic tourniquet may safely be left in position for two hours. 

Wound excision.—This is carried out on general surgical principles, the 
aim being to sterilize the wound by the removal of all foreign bodies; and 
these include all dead tissue and any devitalized tissues which are not 
essential to subsequent function. In the hand wound excision has to be 
more conservative than elsewhere because so many of the tissues are 
essential to subsequent function. Therefore nearly all the skin (unless it is 
obviously dead), tendons, nerves and vessels must be preserved, whilst all 
dead and dirty fat, fascia, muscle and foreign material are removed. To do 
this effectively the wound may have to be extended by incisions carefully 
planned so as not further to impair the blood supply to flaps of skin. Any 
divided tendons or nerves are noted, and divided main vessels are ligated 
with fine silk. As a general rule divided tendons and nerves should not be 
sutured unless the surgeon is experienced in this type of work. If the two 
ends of a divided nerve are seen, they may with advantage be tacked 
together by a single stitch to prevent retraction, but any formal tendon or 
nerve suture can more safely be left to be done as a secondary procedure 
after wound healing has been achieved. 
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Any digits which are obviously non-viable should, of course, be ampu- 
tated, and any single finger which has a combination of fracture, tendon 
and nerve injury is not worth preserving although it may be helpful to 
preserve part of its skin as a flap to facilitate subsequent closure of wounds 
of the palm or dorsum of the hand. As regards amputation, a more con- 
servative attitude should be adopted in the case of the thumb and where 
there are multiple digital injuries. 

Hemostasis and 
wound closure.— 
Excision and_  ex- 
ploration of the 
wound having been 
completed, the tour- 
niquet should be 
removed with the 
hand elevated and 
compressed by ster- 
ile swabs. It is worth 
keeping the hand 
thus for about two 
minutes before pro- 
ceeding to ligate or 
cauterize any bleed- 
ing points. It is 
sper ant that Fic. 5.—The position in which the hand is maintained post- 
hemostasis be com- operatively. 
plete, for hematoma 
formation encourages infection, delays wound healing and reduces the 
chances of successful split skin grafting should this be required. 

All viable skin is then carefully sutured provided that this can be done 
without tension. If there has been actual skin loss, split skin grafts should 
be used to cover remaining defects, for complete skin cover must be ob- 
tained if infection and unnecessary fibrosis are to be avoided. 








POSTOPERATIVE CARE 
The application of a compression bandage and elevation of the hand are 
as important as the operation itself if edema with all its deleterious effects 
is to be avoided. The sutured wounds having been protected by sterile 
gauze dressings, the concavity of the palm is filled by a springy com- 
pressible mass rather larger than a tennis ball. For this purpose I prefer 
to use steel wool such as housewives use for scrubbing pots. It can be easily 
sterilized and it retains its ‘springiness’ even when there has been some 
bleeding into it—unlike cotton-wool which in these circumstances tends to 
become hard. Failing this, masses of fluffed gauze or loose cotton-wool 
should be used; this is in any case required to cover the dorsum and to 
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envelop the digits. A crépe bandage is then applied firmly over all, care 
being taken that it is not tighter round the wrist and forearm than it is 
over the hand. The proper application of this crépe bandage is important 
and it requires some practice to become efficient. The position of the hand 
within this ‘boxing glove’ is most important. It should be in the ‘position 
of function’ (fig. 4), with the metacarpo-phalangeal joints flexed, the inter- 
phalangeal joints semiflexed and the thumb abducted and in semi-opposition. 

After the patient has been returned to bed the hand is fully elevated by 
means of a loop of wide bandage or a roller towel fixed to an overhanging 
beam (fig. 5). By this means the weight of the limb is supported at the 
back of the upper arm and the venous return is not obstructed. 

Skin stitches are removed in ten to fourteen days and mobilization is 
begun at this stage. Active movements should be the mainstay of the 
mobilization programme but if, because of tendon or nerve injury, they 
cannot be carried out, all joints must be put through a full range of passive 
movement several times a day to prevent stiffness. Any recurrence of cedema 
after removal of the compression bandage must be combated by con- 
tinuing to elevate the hand between periods of exercise and during sleep. 


CHEMOTHERAPY 
Prophylactic chemotherapy is advisable as an insurance against sepsis when- 
ever there has been a breach of skin surface. In most cases adequate doses 
of penicillin are given before, and for five days after, operation. In view of 
the increasing frequency of infection by penicillin-resistant organisms, 
some prefer to give an additional antibiotic such as chloramphenicol. ‘The 
use of local antibiotics is not recommended. 


CONCLUSION 
If by these means we succeed in obtaining rapid wound healing and in 
retaining mobility in the joints of the hand, we shall have achieved the 
main purpose of the primary treatment: a hand which is eminently suitable 
for reconstruction by secondary repair of tendons and nerves. This can be 
undertaken as soon as the wounds are soundly healed. 

It has not been possible within the scope of this article to describe in 
detail the treatment of fractures and dislocations. They should, of course, 
be reduced at an early stage and in most cases satisfactory reduction can 
be maintained without resorting to internal fixation. Plaster splints may be 
required but, in applying these, due consideration must be given to the 
principles already outlined concerning the position of immobilization and 
the prevention of cedema. 


SUMMARY 
An attempt has been made to outline the important general principles of 
the management of the injured hand on the assumption that the reader has 
only limited facilities at his disposal and is not particularly experienced in 
this field of surgery. 
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MINOR SURGERY OF THE FEET 





By ROBERT ROAF, M.Cu.Ortu., F.R.C.S., F.R.C.S.Eb. 
Director of Clinical Studies and Research, The Robert Fones and Agnes Hunt 
Orthopedic Hospital, Oswestry; Lecturer in Orthopedic Surgery, University 
of Liverpool 


In the management of foot disorders, as in all branches of orthopedic 
surgery, the first essential is for the medical adviser to know the natural 
history of each condition. He must know whether it will improve on its own 
—that is, whether the condition is a transient phenomenon with a tendency 
to spontaneous cure—equally he must know whether it will become worse, 
and, if it is likely to become worse, how serious the outcome will be. In 
children, the probable effect on further growth is the most important factor. 
If the growth potential of the foot is normal-there is a strong tendency for 
spontaneous improvement but, if the growth potential is deficient or unequal, 
the condition is likely to get worse with further growth. 


THE SEVEN ORTHOPAEDIC AGES OF MAN 

In babies most foot and toe deformities are symptomless, but the parents 
or nurse will notice them and wonder whether they are likely to cause 
trouble in the future. Similarly, in early childhood pain is seldom a con- 
spicuous feature, but trouble with shoes is common: either excessive and 
unequal wear of the soles or heels, or distortion of the uppers of the shoes 
are the most common causes of the child being brought to the doctor for 
examination of his feet. Conversely, during a period of rapid growth shoes 
may quickly become too small and lead to deformities; indeed, buying 
shoes of too high a quality may actually be a disservice to children, as 
parents are naturally loath to buy new shoes when the old ones are still 
in perfect condition. This is especially true in girls who do not wear their 
shoes out as quickly as boys do, so it is very easy for a girl’s foot to become 
cramped and distorted during the period of rapid growth simply because 
there is no external indication that she needs new shoes. 

In adolescence pain begins to feature as a reason for medical consultation, 
and in adult life it is pain, and its relief which patients demand. This is 
complicated in the case of females by their desire to wear curious-shaped 
shoes and yet indulge in full activity in reasonable comfort. 

Finally, in old age the management of foot disorders is determined by 
the blood supply of the foot; ischemia is a common cause of symptoms 
and is nearly always a contributory factor. Thus, as every age has its own 
particular problems, it is convenient to divide up the minor surgery of the 
foot according to the patient’s age. 


THE NEONATAL PERIOD 
Disorders of the feet in this period are almost all congenital in origin, and 
are dealt with elsewhere in this symposium (Innes, 1961). 
June 1961. Vol. 186 (700) 
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TODDLERS 

When a child first starts to walk, fibro-fatty tissue of the sole of the foot 
fills up the longitudinal arch, and the foot will appear flat. This is quite 
natural but occasionally, in addition, the foot is grossly everted. On occasion 
this may be due to muscular weakness, but usually it is a transient 
phenomenon which recovers completely on its own. It is important to 
realize that flattened or everted feet are seldom the real cause of delay 
in walking, although children who are slow to walk are often brought to the 
orthopedic surgeon with this diagnosis. 

If there is real delay in walking, it is far more likely that the child has 
some other condition, such as congenital dislocation of the hips, cerebral 
palsy, mental retardation, or some systemic condition such as rickets. The 
chief importance of flat foot in childhood is therefore a negative one: not to 
attribute delay in walking to the flat foot. The real cause of the delay is 
often far more serious. 

Although flat foot usually does not require any treatment, it may be 
necessary to make some gesture of treatment to satisfy the anxious mother, 
and the tradition of raising the heel of the shoe ¥% inch (0.5 cm.) on the 
inner side and carrying it slightly forward is a harmless device which usually 
satisfies all concerned. Very occasionally there is considerable muscular 
weakness, possibly due to a forme fruste of amyotonia congenita, and the 
child may have to wear an outside iron and inside 'T-strap for some months. 


SCHOOLCHILDREN 

As already pointed out, the usual reason for schoolchildren being brought 
to the clinic with ‘foot trouble’ is that they wear their shoes excessively 
and this is especially noticeable in boys. Usually no obvious abnormality 
can be discovered to account for this, and the condition can be remedied 
by applying steel or rubber edges to the sole or heel of the shoe where he 
wears them excessively. It is, of course, important to make sure that there 
is no deformity of the foot, and that the foot is fully mobile, but once 
the surgeon is satisfied on these points he can reassure the mother that 
the child will grow out of this tendency to wear his shoes excessively. 

Another fairly common condition seen in younger schoolchildren is 
Kohler’s disease, or osteochondritis of the tarsal scaphoid (fig. 1). This 
may present as a hot, swollen, painful foot, suggesting either an infection 
or the earliest manifestation of a systemic condition such as rheumatic 
fever. The x-ray is characteristic. The condition is a self-limiting one in 
which symptoms will finally disappear and the foot will become clinically 
normal, but in the early stages it may be so painful that the child may 
require his foot to be put in plaster and to abstain from weight-bearing. 
Later on a simple support under the scaphoid will relieve symptoms and 
enable the child to continue to walk until natural resolution occurs. 

It is also not uncommon to find that a schoolchild has a pes cavus. Pes 
cavus may be secondary to some neurological condition, e.g. poliomyelitis, 
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Friedreich’s ataxia, or dysplasia of the spinal cord or cauda equina, in- 
cluding various types of lumbo-sacral anomaly. It is important that all 
children with pes cavus should be fully investigated from this point of view 
but, if no obvious cause for the pes cavus can be found, the prognosis 
depends upon the degree of inversion of the heel. If there is little or no 
inversion of the heel the prognosis is good; the condition seldom gives rise 
to serious trouble, and the 
only treatment required is ap- 
plication of a metatarsal bar 
to the shoes, and the child 
should practise toe-flexion exer- 
cises. If, on the other hand, the 
heel is inverted, then the con- 
dition is likely to become worse, 
and an osteotomy of the os calcis 
(Dwyer, 1959) is recommended. 
‘Naturally, before undertaking Fic. 1.—Osteochondritis of the tarsal scaphoid 
operative treatment, a period (Kohler’s disease). 

of observation is necessary to 
make sure that the condition 
is getting worse and that the 
operation is really needed. 


The operation consists of taking 
a wedge of bone out of the outer 
side of the os calcis combined 
with a tenotomy of the plantar 
fascia. The point of the heel is 
then pushed out into eversion, and 
a walking plaster is applied which 
the child wears for six to eight 
weeks. As a result, the plantar 
fascia is now subjected to the nor-_—__- 
mal stresses of weight-bearing, and a 
the tendency to progression of the 
pes cavus is abolished. 

Painful heels are also common in schoolchildren and, indeed, have 
sometimes been attributed to osteochondritis on the grounds that the os 
calcis epiphysis looks dark on the x-ray. This, however, is an entirely 
normal phenomenon and has no relation to the painful heels (fig. 2). Again, 
this is a transient growth phenomenon, the only treatment required being 
to wear sorbo rubber pads under the heels for two or three months. 


Other painful conditions in children are fatigue fractures of the meta- 





tarsal and osteochondritis of the metatarsal heads, usually the latter | 


(Freiberg’s disease). Both these conditions produce pain and swelling in 
the metatarsal region, and they can often only be differentiated by means 
of an x-ray. The march fracture (fig. 3) is essentially a self-limiting con- 
dition; application of a walking plaster for three or four weeks may be 
required to relieve pain, but in other cases a simple felt pad behind the meta- 
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at tarsal heads and firm strapping round the forefoot are all that is required. 
all Osteochondritis of the metatarsal head (fig. 4) is a more serious condition 
ate which is likely to lead to permanent distortion, that is, flattening of the 
os metatarsal head, and to arthritic changes in the joint in later life. Treatment 
no 


is difficult, mainly because it is uncertain to what extent any treatment 





rise affects the ultimate prognosis. The common treatment is to provide the 
shoid 
ke 
Fic. 3.—March fracture. Fic. 4.—Osteochondritis of the 2nd meta- 
tarsal head (Freiberg’s disease). 
have 


1¢ OS | child with a metatarsal bar on his shoe, thus relieving some of the stresses 
irely and strains until reconstitution of the bone occurs. As there is no evidence 
gain, | that any form of operative treatment improves the ultimate prognosis 
€1N§ | operation is not recommended for osteochondritis in children, although it 
has a place in the treatment of painful symptoms due to the same cause in 
neta- | later life. 

latter '  Verrucz are very common in children and are usually considered to be 
1g 1} due to a virus infection which spreads from child to child at school or in 


neans | the swimming bath. Many respond to the assiduous application of a solution 

con-} such as 1 per cent. formalin. If they continue to cause trouble, excision 
ry be} with a diathermy needle is the safest and most effective treatment, but, of 
neta- 


course, no guarantee against reinfection; it must therefore often be com- 
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bined with destruction of the child’s shoes and socks if recurrence is to be 
avoided. 

ADOLESCENCE 
The various toe deformities of the neonatal period—curly toes, hammer toes 
and overlapping fifth toes—are quite likely to give rise to symptoms during 
adolescence, and this is a suitable age at which they can be corrected. 

The best treatment for hammer toes, or indeed for most toe deformities 
at this age, is a simple excision of the interphalangeal joint. 

A fine Kirschner wire is then threaded along the bones so as to hold the toe in 

the straight position. Owing to the small size and tapering shape of the distal 
phalanx, the wire is most easily inserted into the base of this phalanx and pushed 
distally to emerge from the tip of the toe, the joint is then held straight and the wire 
pushed down the proximal phalanges. 
If arthrodesis is to be performed on several toes, the easiest after-treatment 
from the patient’s point of view is to enclose the foot in a walking plaster 
including the toes. The patient can then get up and start walking within 
a few days of the operation. The walking plaster and wires are maintained 
for six weeks, at the end of which time the arthrodesis is usually firm with 
the toe in the straight position. 

Hallux rigidus also usually becomes apparent in adolescence. This is 
often caused by a minor congenital anomaly: namely, a square metatarsal 
head, and is often associated with pollex rigidus. Conservative treatment 
consists in either inserting a steel stiffener in the sole of the shoe or giving 
the patient a metatarsal bar. T'wo types of operation are commonly employed. 

One is to perform an arthrodesis of the metatarso-phalangeal joint, and this is 
especially applicable in adolescence when the adjacent joints, and particularly the 
interphalangeal joints, are fully mobile. The alternative form of treatment that has 
recently been employed with some success is to perform a wedge osteotomy of the 
base of the proximal phalanx, tilting the articular surfaces upward: that is, away 
from the ground. The result of this is that the range of plantiflexion is decreased, 
but the range of dorsiflexion, which was previously limited, is increased, so that 


no undue strain is put on the joint when the patient walks and rises on his toes: 
that is, when the joint is dorsiflexed in normal walking motion (Kessel and Bonney, 


1957). 

Hallux rigidus can also be caused by trauma—either one single incident 
or repeated minor incidents, and is common in girls who take up ballet 
dancing. 

Hallux valgus is often a source of trouble in adolescent girls, and it has 
been the practice in the past to perform an arthrodesis. 


The easiest way of ensuring firm bony fusion is by the compression_technique: 
that is, transfixing the metatarsal neck and the base of the phalanx with short 
Kirschner wires which run parallel to each other at right-angles to the shaft. The 
ends are then threaded through parallel holes in two perspex blocks, and as the 
blocks are brought together the two bones are compressed firmly against each other. 


There are two alternative and less destructive operations. 


The first is a Mitchell’s operation (Mitchell et al., 1958), in which the neck of the 
metatarsal is divided and the head of the first metatarsal is both rotated medially 
and displaced laterally towards the second metatarsal. The result is that the toe is 
re-aligned, and the normal relationship of the metatarsal heads is restored (fig. 5). 
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The second alternative is the McBride operation (McBride, 1935) which essentially 
consists of transplanting the insertion of the adductor hallucis and flexor hallucis 
brevis from the base of the proximal phalanx to the head of the first metatarsal 
(fig. 6). 

Both these operations are successful if the condition has not been established for 
too long, and both have the virtue that they do not destroy the joint and shorten the 
toe or interfere with growth; neither do they preclude more radical surgery at a 
later date due to recurrence of the deformity. 


In adolescent girls painful bursz at the back of the heels, associated with 
prominence of the os calces, are also commonly found. This, again, is 





(a) (b) 


Fic. 5.—Hallux valgus. (a) Before Mitchell’s operation. (b) After Mitchell’s operation. 


essentially a transient growth phenomenon, and if the painful area is 
protected by two layers of ‘elastoplast’ the inflammation will almost certainly 
subside, though it may take some months to do so. On the whole, the 
results of this conservative treatment are much better than the results of 
operation. 

Pes cavus may also be occasionally troublesome in adolescence, and at 
this age, if the pes cavus is severe, the most satisfactory treatment is a 
pan-talar fusion or triple arthrodesis of the Naughton Dunn type; the 
results of this operation at this age are excellent. 
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Rigid flat foot is commonly seen in adolescent boys, especially when they 
first take up work, often part-time work: e.g. milk or paper delivery when 
they are still going to school. In many of these patients, a congenital 
anomaly, such as a calcaneo-navicular bar (fig. 7) or astragalo-calcaneal bar, 
can be found. It is, of course, important to make sure that this condition is 
not a manifestation of a more serious underlying condition such as tubercu- 
losis, or rheumatic disease. 

Most of these feet become painless with conservative treatment: namely, 
a period of immobilization in a walking plaster, followed by wearing an 


rf 





(a) (b) 
Fic. 6.—Hallux valgus. (a) Before McBride operation. (b) After McBride operation. 


outside iron and inside T-strap for three to six months. The foot will 
remain stiff but symptomless, and does not usually interfere with the 
patient’s activities. If the boy continues to have severe pain, occasionally a 
triple arthrodesis is required, but this is relatively unusual. 


Ingrowing toe-nail is also common at this age. Conservative treatment 


consists in packing cotton-wool or some other innocuous substance under 
the centre of the nail to lift it up from the nail bed. Cure will occur in most 
cases of ingrowing toe-nail if the patient persists with the treatment long 
enough, but he must also wear shoes and socks of adequate size. Few 
adolescents are prepared to take the trouble, and in ordinary hospital 
practice the most effective treatment is to avulse the toe-nail to get rid of 
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the infection and then, some six weeks later when the bed of the nail has 
become cornified, to dissect out the growing germinal matrix of the nail-bed 
to prevent a re-formation of the deformed nail. If properly carried out, this 
treatment is extremely effective, preserves the length of the big toe, and 
does not involve more than a short period in hospital. 

Verruce are also common in adolescence. Exostoses may be found over 
the head of the fifth metatarsal bone, over the dorsum of the first cuneiform 
and first metatarsal joint and in the region of the peroneal tubercle. Mostly 





Fic. 7.—Calcaneo-navicular synostosis. 


these can be treated successfully by conservative measures: that is, wearing 
shoes that are large enough, and avoiding excessive pressure on the tender 
area by applying a felt ring over it. Whilst such bony prominences can easily 
be removed by an operation, the resulting scar is sometimes painful, and 
operation should only be undertaken if it is certain that the lump is big 
enough to cause serious trouble. 

Early adolescence is the best age for correction of overlying fifth toes. At 
this age the condition can be successfully treated by a ‘Z’ plasty operation on 
the skin, combined with division of the extensor tendons to the little toe and 
division of the capsule of the metatarso-phalangeal joint. If this is done at 
about the age of twelve, the results are extremely satisfactory and there is no 
recurrence, but even a few years lacer the results of such corrective pro- 
cedures are much less satisfactory and, if the toes give trouble at a later 
age, either filleting or amputation is usually required. It is therefore 
important that this condition should be treated at a sufficiently young age. 


YOUNG ADULTS 

Painful feet seen in young adults follow much the same pattern as in 
adolescents, although foot strain of occupational origin is commoner. This 
is usually most successfully treated by teaching the patient to walk with his 
intrinsic muscles braced, but as a temporary expedient, a longitudinal arch 
support may tide him over the painful period. It is important to make sure 
that painful feet at this age are not a manifestation of some more serious 
condition, such as ankylosing spondylitis, rheumatoid arthritis, tuberculosis 
or gonococcal arthritis. 
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MIDDLE AGE 

This is the period of life when muscle power is diminishing, the tolerance of 
the tissues is less, and the blood supply to the foot is slightly impaired. It is 
also a period when increase in weight is common, and, as a result, painful 
feet, often associated with obesity and loss of muscle tone, are commonly 
seen. As in adult life, the most effective treatment is to teach the patient to 
stand and walk with the intrinsic muscles braced, and to provide longitudinal 
arch supports to assist the weak muscles. 

Another trouble of middle age is Morton’s metatarsalgia due to a neuroma 
of an interdigital nerve. This causes attacks of severe spasmodic pain, 
usually situated between the third and fourth metatarsal heads and radiating 
into the adjacent sides of these toes. This is often associated with slight 
impairment of sensation in this region. ‘The treatment is operative removal 
of the neuroma through a plantar incision, and this is highly successful if the 
condition has been diagnosed correctly. It must be differentiated from other 
causes of metatarsal pain; e.g. old Freiberg’s disease, generalized splaying of 
the metatarsal heads, or generalized clawing of the toes, which are usually 
best treated by a metatarsal insole and toe-flexion exercises. 

Hallux valgus in middle age is a tremendous problem, especially in 
women. At this age, the best treatment is excision of the proximal half of the 
proximal phalanx of the big toe, combined with trimming of the exostosis on 
the metatarsal head and division of the extensor hallucis longus tendon. This 
produces a floppy toe in good alignment. As there is relatively little function 
in the toe afterwards, before performing such an operation it is important to 
test the power of ‘push-off’ in the big toe. If, as is usually the case, due to 
rotation of the toe the power of push-off was already very slight, then the 
operation will not weaken the foot further, and it will be a great success, but 
if the big toe has retained a useful power of push-off and the other toes are 
clawed, then, following the operation, increased strain may be thrust on the 
metatarsal heads and metatarsal pain may develop. It is therefore important 
in these circumstances that the patient be taught exercises to increase the 
strength of the intrinsic muscles, and he should also wear a metatarsal 
insole. 

Clawing of one or more of the other toes is also common; if the deformity 
is old-standing, probably amputation of one or more toes is usually the best 
treatment. In extreme cases in which all the toes are very deformed, e.g. in 
rheumatoid arthritis, amputation of all the toes with trimming of the under- 
side of the metatarsal heads is an excellent procedure which will give 
satisfactory relief of symptoms. 

Corns and callosities, of course, are common at this age, and are usually 
caused by an underlying deformity of the toes. In the vast majority of cases 
they can be successfully treated conservatively: that is, by protecting the 
tender area with felt rings and obtaining shoes that do not press on the feet 
in the wrong places. 

Foot trouble in middle age may, of course, be a manifestation of some 
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more serious underlying condition, such as diabetes mellitus, gout, or 
ischemia, and painful feet for which there is no obvious local cause demand 
a thorough investigation of the patient’s general condition. 


OLD AGE 

Ischemia and diabetes mellitus are often seen; the late results of rheumatoid 
arthritis also loom large. In addition to any general measures which may be 
required, well-fitting shoes and socks, and protection of the foot from 
extreme variations of temperature are the two most important elements. 
Callosities and corns should be protected from pressure, and useful ad- 
juvant measures to improve the circulation are cutting down smoking, 
Buerger’s exercises, and contrast baths. Surgery in the aged should only be 
undertaken with considerable reluctance when it is clear that the blood 
supply is adequate and that the patient cannot be made comfortable by 
conservative treatment. If any surgery is performed it should be of the 
simplest possible type: e.g. disarticulation of a toe through the metatarso- 
phalangeal joint, performed without a tourniquet. Only too often surgery is 
the starting point of spreading gangrene which ultimately demands a radical 
amputation. 

Pain in the heel, which may or may not be associated with an os calcis 
spur, is often encountered. This, again, is a transient condition in which the 
pain will ultimately disappear if the patient persists in wearing some form 
of support which takes pressure off the heel, and of these, the so-called 
excavated heel is probably the most effective. Unless there is some gross 
underlying disturbance, such as advanced arteriosclerosis, I find that this 
condition always ultimately responds to conservative treatment. 


SUMMARY 
The attitude the surgeon takes towards any given foot condition, e.g. 
deformity of the toes, is determined by the patient’s age. In childhood the 
aim is to guide the foot so that it grows to a healthy shape; in young adult 
life, radical surgery to correct the deformity is often indicated; but in middle 
and old age, the wisest course is palliative treatment and doing the least 
possible. 
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THE PROBLEM OF FOOTWEAR 


By T. T. STAMM, M.B., F.R.C.S. 
Orthopedic Surgeon, Guy’s Hospital 


WHILST most young children appear to have normal feet, adolescents have 
a disturbing percentage of foot defects. It is not known why some feet 
should deteriorate during the growing period whilst others do not. In fact 
this is the reason for the long-term research programme which is being 
undertaken at the request of the Ministry of Health. 


SOME GENERAL POSTULATES 
We can, however, state certain general postulates :— 

(1) In spite of an almost complete lack of parental care, some children 
reach adult life with normal feet. It would seem therefore that a perfect 
foot can withstand a considerable amount of misuse without coming to harm. 

(2) Potential defects, inherited or acquired, are the primary cause of foot 
disability in later life. 

(3) Such defects, though they may progress to deformity, are rarely a 
cause of pain or disability in unshod races. 

(4) Unsuitable footwear is the most important factor in determining 
whether any potential defect will progress and become a source of disability. 

This is the basis for the contention that care with footwear should be as 
much a part of any children’s health service as, for example, dental care. 

There are many entirely satisfactory children’s shoes on the market 
made on good lasts and in a number of fittings. There is no difficulty in 
finding suitable shoes at a reasonable cost for the great majority of children; 
yet a high proportion are badly shod. The problem therefore is not one of 
trying to design and make better shoes, but of getting the correct existing 
shoe on to the foot. Why does this not happen? 

(1) Lack of care by the parent. Children’s shoes are often bought without 
the child even being present. 

(2) Bad fitting of good shoes. Most shoes of all kinds are sold on Friday 
and Saturday, which is also the most convenient time to take children as 
they are not then at school. At these times part-time assistants are employed 
who know nothing about shoe fitting and the trained fitters are far too busy. 

(3) Good shoes last too long, so that they tend to be used after they have 
been outgrown. 

(4) Keeping new shoes for ‘best’, so that by the time they are in daily use 
they are already too small. 

(5) Rubber or composition soles have largely replaced leather for the 
soles of children’s shoes. This is because they are cheaper and parents 
demand them because they last longer. In fact they last too long and have 
the added disadvantage that they do not keep their shape. 

Better foot-care for children is therefore dependent upon:— 

(1) Education of parents on the importance of good footwear for their 
June 1961. Vol. 186 (710) 
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children and its correct fitting and replacement. 

(2) Schools should allow parents to take their children to buy shoes 
during school hours when necessary. 

(3) Better still, children’s shoes should be fitted and purchased at the 
school by some arrangement with the trade. 

(4) Inspections of shoes should be a normal part of school medical 
inspections. This should include inspection of socks, since matted and 
shrunken socks can be as great a potential menace as bad footwear. 


TYPES OF FOOTWEAR 

For children.—Feet do not require any footwear when being used actively 
on natural surfaces such as grass, except to protect them from external 
injury, and children should be encouraged to go barefooted whenever 
possible. The primary purpose of shoes is to protect the feet, but as most of 
the time is spent on hard surfaces, such as floors and pavements, they do 
require some support as well as protection. The standard type of lace-up 
shoe fulfils this purpose admirably. In summer, sandals with an instep 
strap are satisfactory. Plimsolls should only be used for athletic purposes. 
Wellingtons are bad for the feet but one can scarcely avoid their use in wet 
weather. At school children are expected to change them for other shoes 
which are usually kept at the school. These are often plimsolls and the 
children take whatever is handy—a thoroughly bad arrangement. 

For adolescents.—So far as girls and their shoes are concerned, adolescence 
now starts at the age of twelve. After this age one of their main ambitions is 
to wear shoes that would seem to be specially designed to cripple their feet. 
And this they do as statistics show. Up to this age there is little difference 
in the percentage of defects in boys and girls. From then on the girls race 
ahead, especially as regards defects in the forefoot and toes, and there would 
seem to be little doubt that shoes must be a major factor. It is useless to 
suggest that they should wear ‘sensible’ shoes unless they can be made to 
look fashionable. No matter what happens they will all eventually wear 
fashion shoes: i.e. shoes designed for appearance only. Once the foot is 
full grown and mature less harm is likely to result, but it is most important 
that adolescents should not wear shoes that will actually harm their feet. 
At the same time one must face the facts and try to find a reasonable com- 
promise, so that they can look smart while their feet are being acclimatized 
to fashion shoes gradually. 

Until recently there has been a wide gap between the school shoe and the 
fashion shoe. Some manufacturers are now trying to fill this gap, and their 
efforts should be encouraged. From the medical point of view one can lay 
down certain basic features that such shoes should possess :— 

(1) The height of heel can vary between certain limits. Those who have 
short calf muscles are better off with a reasonable heel to the shoe, whilst 
in others too high a heel will throw too much strain on the forefoot and 
toes. Two inches (5 cm.) should be the upper limit. 
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(2) The shank of the shoe should be strong but resilient. Flexibility should 
be at the line of the toe-joints—not in the shank. 

(3) The uppers must fit snugly around heel and instep whilst the forepart 
should follow the contour of the foot and toes. If a pointed toe-cap is 
desired this should project beyond the toes. 

(4) There must be adequate means of retaining the shoe on the foot. 
The ideal is lacing across the instep, or an instep strap. A court shoe can 
only be retained in place on the foot by accurate fitting of its upper rim. 
Court shoes therefore require far more exact fitting than any other type, and 
they rarely get it. Generally speaking they are unsuitable for adolescents. 

For adults—F ootwear for men provides no real problem, whilst footwear 
for women provides an insoluble one so long as fashion decrees that the 
shape of the human foot is ugly and must be disguised. 


THE MAIN FACTORS 
The harm that shoes do to the foot, however, can be minimized if reasonable 
care is taken, and it should be part of a doctor’s duties to be able to give 
advice on footwear to both parents and their children. The following are 
the main factors that require consideration. 

Height of heel—Those who have short calf muscles, which is quite 
common, have difficulty in dorsiflexing their feet to a right-angle without 
swinging them out into a position of eversion, which puts the foot off balance 
into a position of strain. A shoe with a reasonable height to the heel will 
relieve this strain and allow the foot to maintain a more normal posture. On 
the other hand, a high heel throws the strain on to the forefoot. A simple rule 
to follow is to advise a higher heel for symptoms of strain under the long 
arch, and a lower one for forefoot strain. 


Those whose work entails long hours of standing should, in general, wear | 


shoes with lower heels while at work, than those who are active on their feet. 

The shank and the sole.—As stated earlier the shank should be strong but 
slightly resilient, whilst flexibility should occur at the junction of shank and 
sole; that is, at the line of the toe-joints. Advertisements for women’s shoes 
often show them bent double to demonstrate their resilience—the bend 
taking place in the middle of the shank! 

The sole must be flat and must remain so. In many shoes with composition 
soles it soon curls up at the edges becoming boat-shaped, which is most 
harmful to the forefoot and toes. 

The uppers—The uppers should be of flexible material, preferably 
leather, finished off smoothly inside and fitting closely and evenly around 


heel and instep; otherwise the foot will slide forwards and cramp the toes | 


no matter how long the shoe. 


STYLE AND FITTING 
Style.—There is no doubt that a lace-up shoe is best for the foot, for in 
no other way can it be retained securely in place. Some form of bar across 
the instep is the best compromise. Most women, however, insist on wearing a 
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court type of shoe. If it is made of the best materials, perfectly designed and 
fitted by an expert it can be quite satisfactory, but this combination of 
requirements must be expensive. The cheap court shoe made in one fitting 
and sold for appearance only is the greatest menace to the foot ever invented 
and is responsible for more foot trouble than any other single factor. The 
most that one can do is to advise those for whom one is responsible about 
the dangers of the court shoe and on the necessity for being prepared to 
take extra trouble to obtain a good fit and to be prepared to pay for it. 

The style of the forepart and the toecap is of less importance and there 
is no harm in a pointed shoe provided that the point extends beyond the 
toes. Herein lies the chief advantage of the x-ray fitting machine, since one 
can see whether there is adequate room for the toes and can compare their 
appearance outside the shoe with that when it is being worn. 

Fitting.—Feet vary greatly not only in length and breadth but also in the 
relative width of heel region and forepart, and also in the relative length of 
the ‘heel-to-ball’ fitting compared with total length. Heel-to-ball fitting is 
the length from the heel to the line of the great toe-joint. For accurate 
fitting therefore one requires a shoe of the correct length and width, made 
on a last that has the correct heel-to-ball fitting and also the correct relation- 
ship between heel and forefoot widths. This means that no last can fit all 
feet, no matter in how many sizes and widths it is made. 

The aim should therefore be to try to find shoes made on a last that suits 
one’s particular type of foot. As this entails a long search, one should then 
stick to that maker even though the styles are not exactly what is sought. 
In practice, however, it is difficult enough to find a maker who produces 
women’s shoes in any fittings at all. A further difficulty is that the present 
generation seems to be growing longer and narrower feet, so that an increas- 
ing percentage can only be fitted properly with shoes made on American 
lasts. We seem, in fact, to be growing American feet! 

MATERIALS 

Leather has always been considered the best material for footwear, for both 
soles and uppers, because it is permeable and absorbent: in fact it can 
breathe. It also retains its shape. Rubber and composition soles are becoming 
more popular as they are cheaper and last longer. Being impermeable they 
keep out the wet, but they also keep it in. Provided, however, that the uppers 
are made of leather or some other permeable substance, this does not seem 
to be a serious disadvantage. On the other hand, their liability to lose their 
shape is a serious drawback. and this problem has not yet been solved. 

The same problem applies to socks. Wool has the capacity to absorb 
moisture and thus keeps the foot dry and warm. So does silk. Synthetic 
fibres, such as nylon and terylene, are non-absorbent which gives them a 
cold and ‘clammy’ feel, but they have far better wearing qualities. So far as 
ladies’ stockings are concerned, advice would be presumptuous and pointless. 
For men and children the best compromise would seem to be the present 
popular and sensible mixture of synthetic fibre with wool. 





INDICATIONS FOR CHIROPODY 


By JOHN R. HALL, F.Cu.S. 
President, The Society of Chiropodists 


Ir has become increasingly evident over the past decade that chiropody is 
playing an important role as part of the medical services. The reasons for 
this are not far to seek. A patient who suffers from a condition such as 
hallux rigidus is only mildly incapacitated by the functional defect of the 
foot itself, but he may be grossly incapacitated by the pain from lesions of 
the soft tissues which arise as a result of the restriction of movement of 
the first metatarso-phalangeal joint. 

The shoe on the left-hand side of figure 1 shows wear marks which are typical 
of a hallux rigidus condition. The patient was, in fact, suffering from a painful 
wart on the plantar phalangeal area of the great toe, but exhibited no functional 
defect in the foot. 

It appears that the normal demands made upon the feet are such that there 
is no pain from secondary soft-tissue 
lesions; a considerable degree of mal- 
function can be tolerated without undue 
inconvenience to the patient. It is the 
presence of soft-tissue lesions which so 
often render walking difficult and painful. 

The incapacitating effect of pain from 
soft-tissue lesions is increased by the 
repetitive nature of the act of walking. 
Because each step is similar, any undue 
stress will fall repeatedly upon the same 
small area of tissue. This can be demon- 
strated by examining the inside of any 
worn shoe, when it will be found that 
the position of the foot in the shoe is a 
clearly indicated by the internal contours *' 1---Wear marks ona crépe-soled 
of the shoe. 


Figure 2 shows a sandal manufactured in hard wood and worn by a Hindu monk 
for a considerable period of time. Constant pressure has resulted in a perfect 
imprint of his foot being left on the hard wooden sole. 


The numerous foot troubles which fall within the sphere of normal 
chiropody practice often arise from quite small variations from the normal 
in the patient’s posture or gait, or even in the structure and function of the 
foot itself. These abnormalities seldom give rise to pain until the foot is 
placed in a mass-produced shoe designed to accommodate a ‘standard’ foot. 
An example of this is the extremely common minor defect known as a 
‘hammer toe’. In this condition the patient complains of pain from a corn 
on the interphalangeal joint which has arisen from the pressure and friction 
June 1961. Vol. 186 (714) 
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of the shoe. Chiropodical treatment for this condition, including the pro- 
vision of an appliance, leaves the patient symptom free and with a 
functionally adequate foot. 

It is also obvious that foot troubles will arise in normal feet due to badly 
fitted shoes, or from fashion shoes which are functionally unsound. The 
degree to which foot defects are produced by ill-designed and badly fitted 
footwear is a problem which has been causing grave concern both inside 
and outside the medical profession for many years. 


THE DIABETIC PATIENT 
The special function of the chiropodist in the care and treatment of 
diabetic patients has been recognized for many years and the majority of 
diabetic units have chiropodists attached to 
them. Due to the nature of the condition the 
skin of the diabetic is particularly liable to the 
formation of corn and callus. The dangers of 
unskilled interference with these lesions are 
well known and sepsis is a common outcome 
when diabetic patients themselves attempt to 
relieve the pain caused by these conditions. The 
usefulness of routine chiropody treatment in 
these cases is obvious but its importance does 
not end there. The subcutaneous tissues of dia- 
betic patients are often of poor quality, due in 
part to the secondary circulatory complications, 
and ulceration is a common end-result of the 
trauma associated with the patient’s normal 
locomotion. Not only can these ulcers often be 
: avoided by palliative chiropodical treatment, 
ee 6b blished ulcers also respond well when 
foot on a hard-wood ut establis S als P 
Indian sandal. chiropodical methods of treatment are used. 
Numerous cases are on record in which the 
necessity for amputation has been avoided by the provision of cushioning 
and techniques for the redistribution of the pressures falling upon the foot. 
Modern training methods enable chiropodists to play an important and 
intelligent part in the treatment of diabetic patients both in hospitals and 
in their private surgeries. 





IN NEUROLOGICAL CONDITIONS 
Whilst the value of chiropody in the treatment of diabetic patients cannot 
be overemphasized, there are at the same time many other medical and 
surgical conditions which present problems with regard to the feet. An 
attack of poliomyelitis, for example, often leaves the patient with either a 
deformed foot, or one over which he has poor control, both conditions 
resulting in severe local trauma. Due to defects in the nerve and blood 
supply, the weight-bearing tissues are often of poor quality and unable to 
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withstand the trauma arising from locomotion, and ulceration is a common 
end-result. In many of these cases redistribution of pressure by individually 
made appliances, or by the use of various padding materials (fig. 3), 
together with local treatment of the lesions, results in a useful, pain-free 
foot. Amongst other neurological conditions to which similar considerations 
apply are peroneal muscular atrophy, peripheral neuritis and tabes dorsalis, 
in all of which the services of a chiropodist will play a useful part in the 
treatment of the patient as a whole. 


IN PERIPHERAL VASCULAR DISEASE 
It is well recognized that peripheral vascular disorders are particularly com- 
mon in the lower limb and here again, owing to the circulatory defect, the 
quality of the epidermal and subcu- 
taneous tissues is poor, with the result 
that local pressure lesions are likely to 
develop. The treatment of these con- 
ditions requires special care as, owing 
to the vascular insufficiency, there is a 
special risk of infection occurring. 
Self-treatment, whilst very tempting 
to the patient, can be extremely dan- 
gerous. Chiropodical treatment has ; o ’ 
also proved extremely useful in some Fig. 3.—Sponge-rubber appliance for 
cases which come under the care use in deformity resulting from 
a ray poliomyelitis. 

of the dermatologist. Skin conditions 

which may cause only minor in- 

convenience when they occur in most parts of the body may prove cripp- 
ling when they occur on the feet. Various types of exfoliative dermatitis 
affecting the feet have benefited from local treatment of the skin and nails. 
These cases call for considerable skill, but local treatment by a chiropodist 
has often resulted in a remarkable improvement in the patient’s comfort 
and, consequently, in morale. 





CORNS AND CALLOSITIES 
The treatment of nail conditions forms an important part of chiropody’s 
contribution to medicine. Corn and callus occurring in the nail groove is an 
extremely painful condition which responds readily to chiropody. The 
condition of ingrowing toe-nail, where the nail-plate has actually penetrated 
the underlying tissue, is another common condition (fig. 4). Radical treat- 
ment is difficult and often unsatisfactory, but the condition responds readily 
to the removal of the penetrating splinter and the re-education of the grow- 
ing nail. It is generally considered that when the nail-plate is considerably 
curved little effective treatment can be undertaken. Chiropodists, however, 
have achieved considerable success in reducing the curvature of such nails 
and in many cases in straightening them. Thus the original cause of in- 
growing nails can often be rectified. In the new systemic treatment of 
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onychomycosis considerable importance is attached to the removal of the 
affected parts of the nail during treatment. The experience which chiro- 
podists have gained in the management of malformed and thickened nails 





Fic. 4.—Case att ae with ‘proud flesh’: (a) Py ba a (b) after 
conservative chiropody. 
can be put to good account in the local treatment of nails during griseofulvin 
medication. 
IN ARTHRITIS 
Some of the most difficult and distressing cases with which chiro- 
podists are confronted occur in patients suffering from various 
forms of arthritis, particularly rheu- 
matoid arthritis. In these cases the 
foot is often grossly distorted, 
especially in the region of the toes, 
and trophic changes in the skin and 
nails are also a feature of this con- 
dition. Surgical shoes for such feet 
are often difficult to prescribe and 
manufacture, since accuracy in the 
redirection of pressure stresses is 
of paramount importance. Chiro- 
podists have developed techniques 
for the preparation of removable 
appliances manufactured in a variety 
of cushioning and supporting mater- 
ials. These appliances are often made 
Fic. 5.—Moccasin appliance for foot with all = om taken of the patient's foot, or 
toes amputated. of an individual toe, and achieve the 
degree of accuracy which is required 
to give comfort to patients with grossly distorted feet. There has been a rapid 
development in this field of chiropody since the 1939-45 War, and these 
techniques have been applied successfully in a wide range of foot conditions. 
One of the most interesting applications has been when amputation of part 
of the foot has been carried out. The provision of a simple ‘artificial toe’ can 
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prevent the displacement of the remaining toes when a single toe has been 
amputated. When all the toes have been amputated a ‘moccasin’ appliance 
(fig. 5) can be provided which not only gives the patient confidence and 
comfort, but also protects the amputated stump and enables him to wear a 
normal shoe. 
CONCLUSION 
Whilst old age is not of itself an indication for chiropody, it is recognized 
that advancing years bring degenerative changes in the structure and 
function of the foot. Arthritic changes are likely to occur and old people are 
more prone to the advanced effects of the conditions which have already 
been mentioned. Elderly people often experience difficulty in taking normal 
care of their feet. It is clear, however, that the demand for chiropody will, 
for many years, exceed the supply of fully trained chiropodists and it is 
quite evident that the extension of the facilities for chiropody within the 
National Health Service will be severely taxed. It is therefore most important 
that the best use of such services as are available should be utilized. It is 
surely wrong that priority should be given to patients solely on the ground 
of age. The criteria for which priority for chiropody should be given is that 
of ‘medical need’ as determined by the patient’s family doctor which, whilst 
it may be more common among the elderly, cannot be confined to any one 
age-group. Chiropody is indicated as a part of the treatment of a variety of 
medical and surgical conditions and it is wrong in principle that a necessary 
part of treatment for these conditions should be withheld because a patient 
does not fall into a particular age-group. Stamm (1958) sums up the 
position thus :— 


‘The foot is prone to a wide variety of localized disabilities which are only minor 
in the sense that they rarely endanger life or limb, but they are liable to cause a 
disproportionate amount of pain and disablement. Although the treatment of such 
conditions should usually be the responsibility of the chiropodist or orthopedic 
surgeon, the patient’s own doctor should be able to give advice as to how relief 
could be obtained, and what it would be likely to entail. 

‘The remarkable advances in present-day chiropody, in cooperation with the 
resources of orthopedic surgery, and the assistance of surgical shoe-fitters have 
made it possible to keep even the most “‘broken-down”’ feet mobile and comfortable. 
For the efficient working of this team, the patient’s doctor should be able to act as 
general adviser for, apart from the local conditions, so many other factors are 
involved that only he can see the whole picture!’ 


Reference 
Stamm, T. T. (1958): ‘A Guide to Orthopedics’, Oxford, p.67. 
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CONGENITAL ABNORMALITIES 
OF THE HANDS AND FEET 


By ALEXANDER INNES, M.B.E., M.B., F.R.C.S. 


Surgeon, United Birmingham Hospitals; Orthopedic Surgeon, Children’s 
Hospital, Birmingham, and Warwickshire Orthopedic Hospital for Children 


‘Deform’d, unfinish’d, sent before my time 

Into this breathing world, scarce half made up, 

And that so lamely and unfashionable 

That dogs bark at me, as I halt by them’.—Richard III. Act 1. Scene 1. 


CONGENITAL abnormalities of the feet and hands may result from three 
main groups of factors :— 


(1) Dominant or recessive abnormalities of the genes, which may be sex linked 
and produce a familial incidence: for example, fused phalanges (Paterson, 1952). 





Fic. 1.—Syndactyly. The deviation Fic. 2.—Lobster-claw hand. 
of the little finger (clinarthrosis) 
should also be noted. 


(2) Abnormal maternal environment at a critical phase of limb bud development, 
such as lowered oxygen tension (Duraiswami, 1950); or acute maternal conditions, 
such as rubella, measles or toxemia. 

(3) Local mechanical factors such as abnormal positions of hands or feet, which 
prevent the normal foetal movements from taking place, with a resultant failure in 
muscular development and the production of congenital contractures: for example, 
club foot. 


CONGENITAL ABNORMALITIBS OF THE FINGERS 
A great variety of conditions may arise due to fusion of the digits, depending 
upon the number of digits involved, the type of fusion (whether soft or 
June 1961. Vol. 186 (719) 
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bony) and the presence or absence of hypertrophy in the component parts 
of the hand. 

Syndactyly.—In its simplest form fusion of the fingers is not uncommon 
and this may vary from a slight distal extension of the web between con- 
tiguous fingers to a complete bony fusion of one or more neighbouring 
phalanges (fig. 1) which renders separation difficult and the function after 
treatment relatively poor. 

Further fusion of digital elements results in a condition known as 
lobster-claw hand (fig. 2), in which a hypertrophied thumb is opposed to a 


dF 25! 
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Fic. 3.—Polydactyly—accessory little fingers united by skin Fic. 4.— Accessory thumb 
alone. with active function. 


conglomerate finger mass. This condition is often hereditary and may be 
bilateral. Such a hand has excellent pinch and ‘grasp’ function and no treat- 
ment is necessary as, although the appearance is unsightly and there is 
some loss of dexterity due to the absence of separate fingers, any attempt 
at improvement in the appearance of the hand will only result in weakening 
the power of grasp without enhancing the dexterity. 

Operation in syndactyly is straightforward and an excellent functional 
result can be obtained so long as the separation is carried well down into 
the web between the fingers, and bony fusion, if present, is confined to the 
distal phalanges. The operation should not be done before about four years 
of age, because the raw surfaces must be covered with a whole-thickness 
skin graft and in the infant the technical difficulties of splintage to obtain a 
complete take of the skin graft are considerable and the web tends to be 
drawn distally by rapid growth of the fingers, so that at a later date a further 
operation may be necessary. 

Polydactyly.—The presence of extra digits is not uncommon, the extra 
digit being usually an accessory thumb or little finger, and varying in size 
from a bud attached only by a thin bridge of skin and soft tissue (fig. 3) 
to an apparently normal digit articulating with a “Y’-shaped metacarpal 
(fig. 4, 5). In the former condition excision of the extra digit is simple 
but in the latter case amputation must be carried out with care to avoid 
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damage to the digital nerves supplying the remaining thumb or finger. 

Megalodactyly, in which there is hypertrophy of all the tissues of one or 
more digits so that the finger appears normal but large, is rare, but clin- 
arthrosis, a flexion contracture or a lateral deviation of the finger, is not 
uncommon (fig. 6), and often occurs in the little fingers. ‘Treatment is dis- 
appointing as all the palmar structures are contracted and recurrence 
commonly occurs. 
Stretching and splint- 
ing in the first few 
weeks after birth con- 
stitutes the best 
method of correcting 
this deformity. 

In arachnodactyly the 
phalanges and meta- 
carpals are excessively 
long and the fingers 
are held in semi-flexion, 
suggesting the legs of 
a spider in appearance. 
This may coexist with 
other abnormalities 
such as scoliosis, con- 
genital heart disease 
and ocular defects. In 
contrast is the ‘trident 
hand’, in which the 
metacarpals and pha- 
Fic. 6.—Clinarthrosis. Fixed flexion and rotational deformi- langes — short, the 

ties of the fingers of right hand. In this child the right _thumbappearingaslong 


hand was pressed against the neck by the cord, pro- as the fingers, which is 
ducing this deformity. 





seen in achondroplasia. 

Trigger thumb is common in babies, being due to a congenital stenosing 
teno-vaginitis of the flexor longus pollicis sheath anterior to the first 
metacarpo-phalangeal joint. The condition is often bilateral and the mother 
frequently brings the baby for advice thinking that the thumb is dislocated. 
In a typical case the thumb is held in full flexion at the interphalangeal 
joint, and cannot be extended actively or passively, any attempt to do so 
causing pain. On palpation of the flexor pollicis tendon a hard nodule can 
always be felt overlying the anterior aspect of the metacarpo-phalangeal 
joint. This localized enlargement of the tendon lies proximal to a localized 
‘ring-like’ constriction in the tendon sheath opposite the volar accessory 
ligament of the first metacarpo-phalangeal joint and it is the jamming of 
the swollen tendon in the narrow part of the sheath which prevents exten- 
sion of the thumb. Operative treatment is very satisfactory and consists of 
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splitting longitudinally the stenosed segment of the tendon sheath, the 
nodule on the tendon being clearly seen when the thumb is passively fully 
extended. 

CLUB HAND 
Club hand is a serious congenital deformity in which the whole hand is 
tilted towards the radial side of the forearm (fig. 7) resulting from a failure 





Fic. 7.—Severe bilateral club hand. Fic. 8.—Club hand (left) with vestigial thumb. 


in development of the radius, which may be associated with an absence of 
the radial side of the hand, the four fingers alone being present (fig. 8). 
The muscles on the radial side of the forearm pull the hand into a go° 
valgus position, the counter-pressure on the carpal bones afforded normally 
by the distal end of the radius being absent; all the soft tissues on the outer 
aspect of the forearm become shortened and the ulna thickened but bowed, 
the concavity facing laterally with a consequent increase in the club hand 
deformity (fig. ga). Very occasionally an ulnar club hand may be present, 
the result of a similar defect on the medial side of the forearm and in such 
cases the ulnar half of the hand often fails to develop, with an absence of 
the middle, ring and little fingers. In those in which the thumb is missing, 
the forefinger is used as a thumb, objects being grasped in the fore/middle 
finger cleft, and it is remarkable what excellent function can be developed 
in a severely deformed, cosmetically most unattractive, club hand. 

Treatment must be started as early as possible and consists of repeated 
manual stretching of the contracted radial structures to correct the radial 
angulation and to bring the hand and carpal bones into line with the axis 
of the ulna. Operative measures may be necessary to release the contracted 
soft tissues to allow full correction to be obtained, and when this is achieved 
internal fixation is necessary, by means of Kirschner wires, for at least 
three months to maintain the corrected position» When the position is 
stabilized, the bowing of the ulna can be corrected by multiple osteotomies 
and intra-medullary fixation by means of a pin inserted through the 
olecranon (fig. gb, c). 

Even then the deformity will tend to recur unless a graft is inserted into 
the side of the ulna to form a ‘Y’ abutting against the carpal bones on the 
radial side and so holding the carpus in the corrected position against the 
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pull of the forearm muscles. Such an operation should be performed as late 
as possible as the ulna will grow while the graft will not increase in length 
with, therefore, a tendency to radial tilt once again if the graft is inserted 





(a) 





(c) 


Fic. 9.—(a) Club hand, demonstrating the ulnar bowing and dis- 
location of the carpus. (b) Correction of ulnar deformity by 
multiple osteotomies. (c) Correction following osteotomies. 
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at an early age. Attempts have been made to obviate this difficulty by using 
the proximal end of the fibula and its epiphysis as the graft in the hope that 
the epiphysis will grow but this hope has not been fully realized. 


ANNULAR CONSTRICTIONS AND CONGENITAL AMPUTATIONS 
These are not uncommon in the hand. Such constrictions are often multiple 
and may vary from a superficial annular ring affecting only the skin to a 
deep groove extending down to the bone and cutting across all the soft 
tissues of the digit, producing a lymphedema of the part of the thumb or 
finger distal to the groove. In its most extreme form the result is an intra- 
uterine amputation of whole or part of one or more digits. Simple excision 
of the annular band or groove, with suture, simply reproduces the original 
condition and a plastic type of repair is necessary, the scar being excised 
and diagonal cuts being made with undermining of the skin and sub- 
cutaneous tissues, thus allowing the flaps so raised to be sutured in a zig-zag 
method to prevent contracture. 

Complete absence of the fingers or thumb may also be the result of 
agenesis of the ray from which the finger develops, and such incomplete 
development may also be associated with partial or complete syndactyly 
producing very bizarre effects. Absence of part of the hand must be accepted 
(fig. 10) and if some of the ‘ 
appendages are useless little 
stumps they must be sacrificed, 
but it is most important to plan 
any operation with care to pre- 
serve intact the normal sensa- 
tion of the stump, as the dex- 
terity of any hand rests largely 
upon its sensation. Such opera- 
tions as the release of syndactyly, 
the deepening of clefts between 
the metacarpals or the ‘polliciza- 
tion’ of an index finger have a definite place, so long as care is taken to 
preserve normal sensation. Even if nothing can be done it is remarkable 
how well children can use their stumps so long as their sensation is normal, 
but any child with a vestigial hand should be fitted with an artificial limb 
of the ‘split hook’ type, soon after the second year, as starting at this early 
age children learn to use their prosthesis well. 





Fic. 10.—Congenital absence of fingers. 


PES VALGUS 
Pes valgus, or flat foot, is one of the commonest deformities of the foot 
with which practitioners have to deal. Most of these result from a muscular 
hypotonicity, and spontaneous recovery takes place as the child grows 
older, although relapses are not uncommon in the older child during periods 
of rapid growth, when a generalized muscular relaxation may occur leading 
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again to a bad foot posture. All that is necessary in such cases is a medial 
heel wedge or sometimes a valgus insole until normal tone reappears. In 
certain cases, however, the faulty foot posture is secondary to congenital 
structural abnormalities and unless these are treated the flat foot will 
persist. 

A short tendo achillis prevents dorsiflexion of the foot to go° (in the 
normal child the foot can be dorsiflexed to 120°) and the child will be 
unable to get his heel to the ground unless the forefoot is in the pronated 
(valgus) position: thus on walking the foot constantly assumes this position. 
In the young child exercises designed to stretch the short tendo achillis and 
the wearing of heel-less shoes give good results, but in older patients such 
methods are of little benefit and the heels of the shoes should be slightly 
raised in compensation. Operative lengthening of the tendon is rarely 
necessary for congenital shortening. 

Congenital abnormalities of the 
hind foot may also cause severe, 
painful flat foot. Children may be 
born with a ‘vertical talus’ which 
causes a severe ‘boat’ deformity of 
the foot in early childhood, or 
fusion of the calcaneus and navicu- 
lar producing a calcaneo-navicular 
bar across the mid-tarsal joint, 
or of the talus and calcaneus in 
the region of the sustentaculum tali 
(talo-calcaneal bridge). ‘This will 
prevent inversion of the foot and 

Fic. 11.—Polydactyly in the foot. produce spasm of the peronei 

muscles (spastic flat foot) in the 

‘teen-age’ group. Such conditions will persist until the cause is re- 

moved and in most cases operative treatment in the form of a triple 
arthrodesis is necessary to produce a painless foot. 





DEFORMITIES OF THE TOES 
As in the hand, deformities may be found such as polydactyly (fig. 11) 
and syndactyly (for which treatment is not necessary in the foot), but 
congenital varus deformity of the fifth toe and metatarsus primus varus 
have no corresponding hand deformity. 

Congenital varus deformity of the little toe (fig. 12) is often a hereditary 
defect and bilateral. There is a shortening of the extensor tendon and a 
tightness of the skin-fold with a varus angulation at the metatarso-phalangeal 
joint, the toe migrating on to the dorsum of the fourth toe and eventually 
coming to lie in the hollow of the fourth metatarso-phalangeal joint; in 
this situation it is protected from pressure, painless, but cosmetically 
unattractive. Conservative measures are useless and the extensor tendon 
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and joint capsule must be divided and the skin-fold lengthened by a VY th 
plasty to obtain correction. wl 
is 
METATARSUS PRIMUS VARUS po 
Metatarsus primus varus is a deviation of the first metatarsal to the inner in; 
side of the foot, producing early hallux valgus deformity owing to the shoe wi 
upper pressing upon the inner side of the big toe. This angulation must be 
treated early, preferably at about six years of age; the best method of cor- de 
rection is by a wedge osteotomy of the proximal end of the first metatarsal | an 


shaft, which is then brought into alignment parallel to the other metatarsals. ter 
Occasionally all the metatarsals are angulated towards the medial side of 
the foot, so that the forefoot is in a position of varus as compared with the 
normal axis of the foot (fig. 13). This deformity is an ugly one and cannot 
be corrected easily by manipulation, which differentiates it from the not 
uncommon ‘pin-toed’ foot posture of the young child with mild postural 
flat foot: and the adduction of the forefoot is only in the plane of the sole 
of the foot, which distinguishes it 
from the commonest form of club 
foot, in which the deformity of the 
forefoot is in two planes. Treatment 
is difficult. Manipulation to stretch 
the inner side of the child’s foot and 
so reduce the deformity should be 
started as early as possible, and 
done before every feed, the feet 
then being placed in reversed 
shoes (right shoe on the left foot) 
the shoes being joined together by 
a bar and placed in 50° external 
rotation. This treatment should 
perennnaanend until the child is about Fic. 12.—Congenital varus deformity of the 
nine months old. If correction is right fifth toe. 
not then complete, wedging plasters 
should be applied to correct the deformity completely before the child | 
starts to walk, when reversed shoes should always be worn, the deformity | but 











Fic. 


tending to recur with growth. flex 
cor 
CONGENITAL CLUB FOOT (TALIPES) stat 


This deformity has been recognized since the days of Hippocrates; it is | wit 
not unlikely that Richard III suffered from a unilateral club foot and Lord | _ ligt 
Byron had a club foot of which he was extremely ashamed. There are two | (De 
main types: talipes equino-varus (77 per cent. of all cases) and talipes | the 
calcaneo-valgus (10 per cent. of all cases). The etiological factor of these g 
foot deformities is an abnormal position of the foot and lower limb in utero, tigh 
and it has been pointed out (Denis Browne, 1934) that in the newborn ide 
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the limbs can be easily folded back into their intra-uterine posture, 
when the abnormal position of the foot lying in the position of deformity 
is strikingly obvious. Particularly if too little amniotic fluid is present in such 
positions the normal range of foetal movements cannot occur, with a result- 
ing atrophy of muscles, contracture of ligaments and stiffness of joints 
which will cause difficulty in correction. 

Congenital talipes ecuino-varus (fig. 14).—Here the three elements of the 
deformity are adduction of the forefoot, inversion of the fore and hind foot, 
and equinus—the heel being poorly developed and drawn up by a short 
tendo achillis. All normal babies hold their feet in this position at birth, 





Fic. 13.—Metatarsus varus deformity Fic. 14.—Right congenital talipes equino-varus. 
of the forefoot. 


but in such children the feet can be easily manipulated into full dorsi- 
flexion and eversion, whereas in the child with a true club foot manual 
correction fails and the deformity at once recurs. Treatment must be 
started as early as possible, preferably within twenty-four hours of birth, 
with passive stretchings into the over-corrected position and fixation in 
light padded splints. Joining the foot splints in external rotation by a bar 
(Denis Browne, 1934) allows the child to exercise and stretch his own feet, 
the aim being to restore a normal foot posture before the baby walks. 
Supervision over the whole growing period is essential as the originally 
tight structures do not grow as quickly as the normal tissues on the outer 
side of the foot, and hence the deformity will recur. Wedging plasters (Kite) 
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are used for correction but in cases which relapse persistently walking 
splints must be worn (inside iron and outside “T” strap) followed by opera- 
tive treatment such as an osteotomy of the calcaneus or a triple arthrodesis 
at the age of 10 years. Transplantation of the tibialis anticus to the outer 
side of the foot is of value when only the forefoot is involved and should 
be done before the age of 6 years. 

Congenital talipes calcaneo-valgus (fig. 15).—Here there is abduction of 
the forefoot, eversion of the fore and hind foot, and a calcaneous deformity 
of the heel, which is very prominent and well developed, the foot being 





Fic. 15.—Right talipes calcaneo-valgus. 


hyperextended at the ankle-joint with a long tendo achillis. In these cases 
passive stretchings into the opposite posture—i.e. equino-varus—with 
fixation in a suitably padded splint must be carried out until the deformity 
is corrected. There is a marked tendency, however, for the child to develop 
flat foot when walking starts, and an outside duralumin and an inside “T” 
strap should be fitted to the child’s boot, with a valgus insole so that the 
muscles can adapt their tone to normal foot posture. 

With all these congenital deformities, both cosmetic and functional 
aspects must be considered, and the earlier treatment, is started the more 
likely is an adequate result to be obtained. Such treatment is, in general, 
conservative and consists of stretching and moulding, the corrected position 
being held by means of splints. It must also be recognized, especially in 
the hand, that there is a tremendous compensatory adaptability and that 
treatment must be planned with this in mind. 


References 
Browne, D. (1934): Lancet, ii, 969. 
Duraiswami, P. K. (1950): 7. Bone Ft Surg., 32B, 284. 
Paterson, I. (1952): Ibid., 34B, 509. 
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ARTHRITIS OF THE HANDS AND FEET 


By J. J. R. DUTHIE, M.B., F.R.C.P.Eb. 
Rheumatic Diseases Unit, Northern General Hospital, Edinburgh 


WirtH the exception of cases following direct injury or infection, arthritis is 
rarely confined to the joints of the feet and hands, but they are commonly 
affected early in the course of both inflammatory and degenerative joint 
disease. Familiarity with the pattern of these early manifestations will often 
enable a diagnosis to be made with some degree of confidence. This is a 
matter of considerable importance, when groundless fears of ultimate 
crippledom need to be dispelled or when early and appropriate treatment 
may improve the prognosis in more serious forms of disease. 

In this brief review it is not proposed to deal in detail with those forms of 
arthritis due to local causes, such as injury, excessive use or postural defects. 
Suffice it to say that the changes seen are those of osteoarthrosis, and minor 
degrees are present in a high proportion of people over middle age. Dis- 
ability is seldom marked. In the feet the commonest cause of degenerative 
changes is a combination of obesity and unsuitable footwear. In these 
instances pain is present only on use and disappears with rest. 

Bacterial infection may simulate certain forms of arthritis such as gout. 
Tuberculous synovitis or tendon sheath infection may simulate rheumatoid 
arthritis. Only careful examination combined with considerable experience 
will enable the diagnosis to be made in such cases. 

The two most common forms of polyarthritis in which the small peri- 
pheral joints are involved at an early stage are the generalized form of 
osteoarthritis, now commonly called primary osteoarthritis, and rheumatoid 
arthritis. Although each has a distinctive pattern at the onset, later they may 
come to bear a superficial resemblance to each other and confusion may 
arise, leading to the application of unsuitable forms of treatment. 


PRIMARY GENERALIZED OSTEOARTHRITIS 
The appearance of Heberden’s nodes in relation to the terminal inter- 
phalangeal joints of the fingers is familiar to every physician, but their 
relationship to changes in other joints was first described in detail by 
Kellgren and Moore in 1952. This disease predominantly affects middle- 
aged women. Characteristically there is symmetrical involvement of the 
terminal interphalangeal joints, the carpo-metacarpal joint at the base of 
the thumb, and the first metatarso-phalangeal joints in the feet. The proximal 
interphalangeal joints of the fingers become affected in a proportion of cases 
(Bouchard’s nodes), producing a superficial resemblance to rheumatoid 
arthritis. Initially the terminal interphalangeal joints may be acutely in- 
flamed and tender. Small cystic swellings may appear at the joint margin, 


June 1961. Vol. 186 (729) 





73° 





THE PRACTITIONER 


containing clear viscid fluid. During this phase spontaneous pain may be 
severe, particularly during the night and on exposure to cold. After some 
months the inflammation subsides and hard bony outgrowths appear at the 
articular margins, often causing quite marked deformity. Involvement of 


the basal thumb-joint may cause 
considerable pain and disability, 
episodic in character, but eventu- 
ally subsiding without much resi- 
dual dysfunction. In the chronic 
phase the hands present a typical 
appearance (fig. 1). This disease is 
proliferative in nature, but is dis- 
tinguished from rheumatoid ar- 
thritis by the early involvement of 
the terminal interphalangeal joints, 
the absence of constitutional signs, 
and the radiological appearances. 


RHEUMATOID ARTHRITIS 
The small joints of the hands and 
feet are the first to be affected in 
over 60 per cent. of cases of rheu- 
matoid arthritis. The appearance of 
joint swelling may be preceded by 
disturbance of the peripheral circu- 
lation, patients complaining of cold- 
ness, sweating, transient paresthesia 
and stiffness. In the classical case 
the proximal interphalangeal and 
metacarpo-phalangeal joints are in- 
volved symmetrically. The fingers 
become spindled, and the overlying 
skin becomes slightly cyanotic in 
appearance. Carpal and wrist joints 
are commonly affected early (fig. 2). 
As the disease progresses ulnar 
deviation of the fingers, subluxation 
of the metacarpal joints, hyper- 
extension of the proximal inter- 





Fic. 1.—Primary generalized osteoarthritis in 
the hands. 





Fic. 2.—The hands in early rheumatoid 
arthritis. 


phalangeal joints and flexion of the distal interphalangeal joints develop, 
producing a typical appearance (fig. 3). Subcutaneous and intracutaneous 
nodules may appear around the joints and in the finger pads (fig. 4). 
Involvement of the flexor and extensor tendons and their sheaths may 
be an early or even presenting symptom, giving rise to weakness of 
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grip and ‘snapping’ fingers. Nodules occur most commonly in the long 
flexor tendons in the palm. Extensor tendons at the wrist may be affected 
and rupture of one or more of these tendons is common. In a small propor- 
tion of severe cases, extensive absorption of the phalanges may occur, giving 
rise to ‘opera glass’ fingers. 

In the feet the outer four metatarso-phalangeal joints and the tarsal 
articulations are most commonly affected. Pain in the forefoot on walking 





(a) (b) 
Fic. 3.—The hands in late rheumatoid arthritis: (a) ‘swan-neck’ deformity of the fingers, 
(b) subluxation of the metacarpo-phalangeal joints with ulnar deviation of the fingers. 





Fic. 5.—The feet in rheumatoid arthritis, 
Fic. 4.—Rheumatoid nodules in relation to showing hyperextension of the toes 
the finger-joints. with hallux valgus. 


may be an early symptom. Later, hyperextension of the metacarpo- 
phalangeal joints and flexion of the interphalangeal joints, combined with 
valgus deformity of the big toe, give rise to typical deformity (fig. 5). 
Painful callosities appear over the plantar aspect of the metatarsal heads. 
Inflammation of the bursa under the tendo achillis may be accompanied 
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by erosion of the posterior and inferior surfaces of the os calcis, giving rise 
to painful heels. 

In the early stages of the disease radiological appearances may be normal 
or confined to juxta-articular osteoporosis. An early sign is periostitis of the 
shafts of the metatarsals or metacarpals adjacent to affected joints. Erosion 
of cartilage, narrowing of the joint space and subluxation of the metatarso- 





Fic. 6.—The feet in chronic gout, showing Fic. 7.—The hands in chronic gout, showing 
tophi and destruction of the phalanges tophi in relation to the proximal and 
in right big toe. distal interphalangeal joints. 


phalangeal and interphalangeal joints follow. The earliest radiological changes 
are not infrequently present in the feet, even before clinical symptoms 
appear. 

There are many variations in this pattern and diagnosis at an early stage 
may be difficult. Evidence of constitutional disturbance, such as loss of 
weight, anemia and a raised erythrocyte sedimentation rate (E.S.R.), are 
suggestive. A positive sensitized sheep-cell test (S.S.C.T.) will confirm the 
diagnosis, but the results are often negative in early cases. 


RHEUMATIC FEVER 

Brief mention should be made of the fact that in acute rheumatic fever 
tendon nodules may give rise to snapping fingers and lead to a suspicion of 
rheumatoid arthritis. This symptom usually disappears within a few days. 
In cases of chronic or recurrent rheumatic fever more marked changes, first 
described by Jaccoud in 1869, may involve the hands. Swelling and laxity of 
the metacarpo-phalangeal joints, effusions in tendon sheaths and tendon 
nodules may develop. Radiological examination is usually negative and 
carditis is invariably present. 

Other less common forms of polyarthritis which may involve the hands 
and feet are gout, psoriatic arthritis, Reiter’s syndrome and ankylosing 
spondylitis. 

GOUT 
Gout is predominantly a disease of males and first attacks are rare under the 
age of 30 years. The first attack affects the metatarso-phalangeal joint of the 
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big toe in over 80 per cent. of cases, but inflammation may also involve the 
instep, heel or ankle. The onset is usually sudden, often during the night. 
Attacks last three to ten days in the untreated case. Symptoms and signs 
subside without residual disability. The joint becomes’ swollen, hot and 
exquisitely tender. The overlying 
skin is dusky red or cyanotic with 
distended superficial veins. Edema 
may be present, extending to the 
dorsum of the foot. As symptoms 
wane the skin becomes itchy and 
desquamates. A first attack may 
closely simulate an arthritis or cellu- 
litis of bacterial origin. Radiological 
examination is negative. Attacks 
tend to recur at decreasing intervals 
and may be precipitated by minor 
injury or cold. As the disease be- 
comes chronic, pain and stiffness 
persist between acute exacerbations. 
The deposition of urates in and 
around the joint lead to destruction 
of bone and cartilage (fig. 6). The 
(a) joints of the hands are often affected 
in the later stages of the disease 
(fig. 7). Tophi may resemble rheu- 
matoid nodules, and urate deposits 
may simulate erosions. Diagnosis 
depends on a careful history, esti- 
mation of the serum uric acid 
and radiological examination. Gout 
should always be suspected in the 
presence of an acute inflammatory 
ea arthritis of the feet or hands in a 
(b) middle-aged male. 





Fic. 8.—({a) The hand in psoriatic arthritis, 
showing involvement of the terminal PSORIATIC ARTHRITIS 
interphalangeal joints. (b) Changes in , 
the toe nails in psoriatic arthritis. It is now generally accepted that 


psoriasis may be associated with an 
erosive type of arthritis which is distinct from rheumatoid arthritis. It is 
characterized by early involvement of the nails and the terminal inter- 
phalangeal joints of fingers and toes (fig. 8a), but in about a third of the 
patients the disease is polyarticular from the onset. A similarity to gout has 
been noted by a number of observers. The changes in the nails consist of 
thickening, separation from the subungual bed, ridging, cracking and pitting 
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(fig. 8b). The disease on the whole tends to run a mild course and remissions fe 
are common, but a mutilating form occurs occasionally, with extensive (f 
absorption of phalanges of the fingers and toes. Nodules and tendon sheath 
effusions are usually absent. The S.S.C.T. is nearly always negative. Ih 


REITER’S SYNDROME 
In this disease arthritis is as- 
sociated with non-gonococcal 
urethritis and conjunctivitis. 
The commonest clinical pat- 
tern is an acute or subacute 
inflammatory arthritis of the 
ankle, tarsal and metatarsal 
joints. Tenderness under the 
heel is common, due to peri- 
ostitis of the os calcis. Wrists, 
metacarpo-phalangeal, _ proxi- 
mal and distal interphalangeal 
joints are less commonly in- 
volved, and the pattern is 
rarely symmetrical (fig. ga). 
Tendon effusions are uncom- 
mon. The condition may clear 
up after one or more attacks 
without residual damage, but in 
recurrent cases persistent pain 
and disability may follow col- 
lapse of the longitudinal arch, 
persistent inflammation and 
erosion of the metacarpo- 
phalangeal joints and painful (b) 
calcaneal spurs. Keratodermia 
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tin 





Fic. 9.—(a) The hands in Reiter’s syndrome 


blenorrhagica may be present showing asymmetrical involvement of meta- 
fig. gb). The diagnosis should carpo-phalangeal and interphalangeal joints. 
( 8-9 ) 8 ; (b) Keratodermia blenorrhagica in Reiter’s 
be considered when either ure- syndrome. 


thritis or inflammation of the 
eyes precedes or accompanies pain and swelling in the joints of the lower | 5, 
limbs. In certain instances the disease follows an attack of bacillary 
dysentery. The S.S.C.T. is negative. 





incr 

ANKYLOSING SPONDYLITIS shot 
In a small proportion of cases of this disease the initial symptoms may be 
pain and swelling of’the ankles and feet. It has been said that males between | py), 


18 and 30 years with symptoms and signs of calcaneal periostitis or spur | arth 
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formation should be suspected of suffering from ankylosing spondylitis 
(fig. 10). 
THE COLLAGEN DISEASES 
In the so-called collagen diseases arthralgia or arthritis is a common 
presenting symptom. 
In systemic lupus erythematosus the presenting symptoms are commonly 
related to the joints. Arthralgia or arthritis may be present in about 80 per 





Et: 


Fic. 10.—Calcaneal periostitis with spur formation in ankylosing spondytitis. 


cent. of cases, usually involving the hands and feet. An arthritis indis- 
tinguishable from rheumatoid arthritis has been noted in about a quarter 
of all cases. 
In polyarteritis nodosa frank arthritis of the peripheral joints is less com- 
mon, but muscle and joint pains are prominent at an early stage. 
Differential diagnosis may be 
difficult, but skin rash, fever, pro- 
teinuria or other signs of visceral 
involvement will indicate the need 
for further investigation. 
Scleroderma and dermatomyositis. 
—In both these diseases, swelling 
and stiffness of the fingers and toes 
may be an early feature. Later, 
fibrosis and contracture of both 
skin and muscles may cause de- 
Fic. 11.—The hands in scleroderma, showing formities resembling those of rheu- 
contractures of the fingers. matoid arthritis (fig. 11). Involve- 
ment of the skin elsewhere and 
increasing muscle weakness and the absence of erosive change in the joints 
should suggest the correct diagnosis. 


OTHER SYSTEMIC DISEASES 
Only a brief reference can be made to other systemic diseases of which 
arthritis involving the hands and feet may be a feature. 
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In about a third of patients with ulcerative colitis the joints are affected. 
Arthritis may precede but more usually coincides with or follows the onset 
of colitis. The joints most commonly involved are the knees and ankles, 
the hands less frequently. The condition is usually a mild recurrent synovitis 
but a small proportion develop an erosive arthritis indistinguishable from 
rheumatoid arthritis. Nodules are rare and the S.S.C.T. is usually negative. 
In Whipple’s disease (intestinal lipodystrophy) peripheral arthritis may be a 
prominent feature initially, but signs of malabsorption and steatorrhcea are 
invariably present. 

In diseases of the central nervous system involving the posterior tracts 
(tabes dorsalis, syringomyelia) painless disintegration of one or more joints 
may be an early manifestation. The wrist or ankle may be affected. X-ray 
appearances are characteristic. In diabetic neuropathy, similar changes may 
occur chiefly in the tarsal and metatarsal joints, less commonly in the ankles. 

In malignant or suppurative conditions of the lungs, mediastinum or pleura, 
clubbing of the fingers and toes may be one of the earliest signs, often 
accompanied by pain, swelling and stiffness of the wrists, metacarpo- 
phalangeal joints, ankles and feet. In malignant disease, especially bronchial 
carcinoma, joint pain, swelling and stiffness may be severe and precede 
pulmonary symptoms. Radiological examination shows periostitis of the 
ends of long bones and less often of the phalanges. In sarcoidosis an acute 
peripheral polyarthritis is relatively common. Joints are swollen and tender. 
Erythema nodosum is usually present. Chest x-rays show enlargement of the 
hilar glands. Deposits in the phalanges or synovial membrane in chronic 
cases may simulate rheumatoid arthritis. 

A large number of other conditions may occasionally present with 
symptoms suggesting arthritis in the hands or feet. Examples are osteo- 
malacia, hyperparathyroidism, myelomatosis, post-traumatic dystrophy, 
shoulder-hand syndrome, and tumours of bone or synovial membrane, to 
mention only a few. Only meticulous attention to the clinical history and a 
detailed physical examination will enable serious diagnostic errors to be 
avoided in these less common conditions. 
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SKIN DISEASES OF THE 
HANDS AND FEET 


By R. M. B. MacKENNA, M.D., F.R.C.P. 
Physician in Charge, Skin Department, St. Bartholomew's Hospital 


A GREAT number of skin disorders may involve the extremities: they range 
from the stigmas of the saint to the syphilides of the sinner and if in an 
article such as this the author tries to mention even half of them the reader 
is faced with a useless agglomeration of material. Mention will therefore 
be made here only of ten maladies, many of which have been chosen as 
items which, experience has shown, are often misdiagnosed, and therefore 
wrongly treated. 


DISCOID ECZEMA 

This eruption (fig. 1) used often to be called ‘nummular eczema’, the 
adjective being derived from the Latin nummulus: a small piece of money. 
It is seldom seen in children or young adults, but is not infrequent in older 
persons, particularly males: it tends to attack the limbs much more readily 
than the trunk, and although it is common, when the hands and feet are 
involved, to find several lesions also on the arms, forearms or legs, it is not 
very unusual for the lesions to be present solely on the hands or on the hands 
and feet. Sometimes the hands are so much involved, the discs of eruption 
being so reddened by friction and washing, that one scarcely looks for or 
notices the less dramatic lesions elsewhere. In these cases a diagnosis of 
‘occupational dermatitis’ is often too rapidly made. It is characteristic that 
when the extremities are involved, the sites of election are the posterior 
surfaces of the hands, the posterior and lateral sides of the fingers (the webs 
often being involved) and the anterior and antero-lateral surfaces of the feet. 

When the lesions have not been aggravated by friction, they are discrete 
areas about 1 to 3 cm. in diameter where the skin is fawny red in colour. The 
periphery of each disc usually shows papulo-vesicles, and sometimes slight 
crusting. On the hands the lesions are usually reddened and have no shade of 
fawn or sepia in their appearance. There may be more severe involvement of 
the central areas so that these parts are studded with papules and do not 
exhibit indolent scaling, but the great characteristic—the feature so often 
missed, yet the one which clinches the diagnosis—is that the lesions are in 
discs with healthy skin between them. Occasionally one disc may become 
confluent with another, but even then it is often possible to recognize most 
of the outline of each separate disc, for the lesions do not rapidly blend to 
form expanses of erythematous and papular or oozing eruption as happens 
in ordinary eczema including contact (allergic) dermatitis. 

The etiology is uncertain. Occasionally it develops on the hands because 
of toxic absorption from a tinea (or even an acute eczema) on the feet; in 
June 1961. Vol. 186 (737) 
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some cases it is a manifestation of gout; some authorities believe that the 
lesions are bacterial in origin, the bacteria being either in the affected skin or 
hidden in some remote focus: e.g. in the upper respiratory tract. It is unusual 
for discoid eczema to be due to hypersensitivity to ingested food. Very rarely 
the eruption is a manifestation 
of occupational dermatitis; in 
most cases it seems to be a 
neurodermatitis, a stress re- 
action to which intelligent but 
emotionally overburdened 
middle-aged or elderly men are 
somewhat prone. 

In the present state of know- 
ledge it seems best to regard 
discoid eczema, not as a disease 
in its own right but a particular 
type of skin reaction which can 
be evoked by several quite 
diverse influences, and in which 
treatment is likely to be effec- 
tive only if particular care is 
taken at the outset to determine 
the factor which is producing 
the reaction. 


POMPHOLYX 

This is another specific type of 
skin reaction which appears to 
have affinities with ordinary 
eczema but which differs from Fic. 2.—Pompholyx. Note the typical ‘sago-grain’ 
it, not only because the erup- bullz on the palms, and the areas on right 
tion is limited to the extremities palm and fingers where these have ruptured. 
but also because the primary lesions, which are vesicles, develop on skin 
of normal hue, whereas erythema is a cardinal sign in true eczema of 
equivalent intensity. 

One has the impression that, in London at any rate, pompholyx is not so 
common as it used to be and, whereas formerly cases complicated by 
secondary infection were quite common (the vesicles and bullz turgid with 
green-coloured pus, streaks of lymphangitis running up the limbs, the 
patient perhaps a little toxic and feverish), these septic complications are 
now seldom seen. Pompholyx (fig. 2) is an acute or subacute, itching, 
vesicular or bullous eruption, symmetrical in distribution, affecting the 
hands (cheiropompholyx) and/or feet (pedo- or podo-pompholyx). Many 
dermatologists follow Whimster (1950) in believing that there are two 
varieties of the malady: the Hutchinson type in which the rash is a variety 
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of eczema due to emotional causes, or to toxic absorption from a remote 
area of fungous infection, or to sensitivity to ingested drugs, or—very 
rarely—to sensitivity to some deleterious dust, liquid or vapour which the 
patient encounters in his work or hobbies; and the Tilbury Fox variety, 
which should be called dysidrosis, and which is associated with excessive 
sweating and retention blockage of the sweat ducts. Dysidrosis may arise 
as a complication of a febrile illness, as well as from summer heat. 


PUSTULAR BACTERIDE AND PUSTULAR PSORIASIS 
Pustular psoriasis and pustular bacteride are very similar in appearance: so 
similar, in fact, that some authorities refuse to differentiate between the 
two conditions. They represent another variety of skin reaction: one which 
in the majority of cases is peculiar to the hands and feet, which has the 





(b) 


Fic. 3.—(a) Pustular bacteride. (b) Close-up of lesions of pustular bacteride or pustular 
psoriasis to show sterile pustules (the white lesions) and the brown dried-up areas 
where pustules have been present. 


unenviable distinction of being more often diagnosed wrongly than correctly, 
and which is usually treated quite ineffectively as tinea. Whilst pustular 
bacteride may perhaps be a skin reaction to toxins derived from a form of 
sepsis, many believe that it is emotional in origin and persistence. Presum- 
ably pustular psoriasis has etiological relationship with the less known causes 
of true psoriasis. 

In pustular psoriasis the eruption is usually symmetrical: small sterile 
pustules, which are seldom more than 1 to 2 mm. in diameter, develop on the 
thenar eminences or on the soles, coalesce to form small lacunz of pus and 
then dry up, altering in colour as they age, from the normal yellow of pus to 
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the hue of a beech leaf in winter. The pustules do not burst: their final stage 
is as little brown scabs which eventually exfoliate. Crop after crop of the 
pustules appear, and in time the affected skin on the palms or soles becomes 
red, scaly and studded with small pustules which are most numerous at the 
periphery. Later, the number of pustules becomes less and the areas resemble 
psoriasis plaques. Ordinary lesions of psoriasis may develop elsewhere, but 
often do not appear. 

Pustular bacteride (fig. 3) develops centrally on the palms and/or the soles 
and spreads to involve the whole of these areas. In its site of onset on the 
hands, and in its distribution on both hands and feet, the eruption differs 
slightly from pustular psoriasis, but in both maladies the primary lesions are 
sterile pustules which develop in successive crops on the limited areas 
already mentioned. In both conditions these pustules dry up and become 
small brown scabs which peel off and the skin, constantly irritated by these 
changes, becomes scaly and red. In diagnosis it is the sight of these discrete 
pustules and scabs which differentiates the maladies from almost all forms of 
tinea and eczema, whilst the distribution (the rash not being on the digits) is 
one of several points which differentiate these maladies from pompholyx. 

Pustular psoriasis and pustular bacteride do not respond to the local 
application of ointments. There is sometimes benefit from thorium-X 
(1000 E.S.U.) applied once every 2 or 3 weeks for a reasonable period, x-ray 
or Grenz-ray therapy. Chloroquine has been given. The oral administration 
of suitable steroids (e.g. prednisolone, 15 to 20 mg. daily) controls and may 
even cure the eruptions. 


PSORIASIS AFFECTING ONLY THE EXTREMITIES 
This is not common but when it does happen the diagnosis is often much 
in dispute. The most usual form is that in which there is psoriasis of the 
nails, and no lesions of the malady visible elsewhere. Sometimes the affected 
nails are dotted with pin-point pits: diagnosis is then easy for pin-point 


pitting is very characteristic (though not absolutely pathognomonic) of | 


psoriasis. In other cases the nails are thickened, opaque, friable at the free 
edges, and sometimes eroded near the cuticles. There may be symmetrical 
involvement in the affected nails, but often this is not so. In diagnosis the 
possibility that the nail changes are due to fungal or yeast infections is 
eliminated by microscopical examination and culture, whilst other possible 
causes of nail changes, such as lichen planus, eczema and syphilis, have to be 
excluded. By this method of observation and elimination a faut de mieux 
clinical diagnosis of psoriasis may be made. 

Besides these cases of onychial psoriasis, however, it is not very uncommon 
to see—especially on the extensor aspects and on the inner borders of the 
hands, and sometimes on the posterior and lateral aspects of the fingers— 
three or four discrete areas where the skin is not markedly red, but is 
thickened, and the patient may admit that from time to time he removes a 
few scales from the surface of each lesion. Occasionally the lesions itch— 
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often they do not. The mistake usually made is to diagnose the lesions as 
eczema or contact dermatitis, regardless of the fact that they do not improve 
from the application of steroid ointment, cream or lotion, although had 
they been eczematous the steroid would have improved them. On the other 
hand, they do respond to Grenz rays or conventional x-rays and usually to 
the application of dithranol or other fairly strong anti-psoriasis ointments. 


CHAPPING AND CHILBLAINS 

Chapping.—All of us have had chapped hands. The chief symptom is an 
annoying dryness, and perhaps also burning of the skin, which is aggravated 
on moving from outdoors into a warm room. The burning is intensified by 
immersion of the hands in hot water, when stinging and smarting may be 
noted. Mild itching may be experienced; this gets more severe if eczema 
develops as a complication. The benefit of a smooth skin is not appreciated 
until the skin is spiculated by chapping; then, putting a hand in a pocket is 
an irritating procedure and contact with rough clothing or worn cuffs 
causes the fibres of the fabric to interlock with the curled-up edges of the 
horny cells of the epidermis and produces an unpleasant sensation. Probably 
about 40 per cent. of the population have skin which chaps easily: the chap- 
ping is not confined to the skin for the lips may be affected and perhaps also 
the mucosa of the nasal vestibules. Complexion makes but little difference 
to susceptibility: the dark chap as much as the light, the obese as much as 
the lean, negroes are as susceptible as white persons, and women are only 
slightly more affected than men. 

Usually it is thought that chapping is due to too much immersion of the 
skin in water, but actually the reverse is the case: chapping is due to loss of 
water from the epidermis and drying out of the stratum corneum. The 
matter has been closely studied by Gaul and Underwood (1952) and im- 
portant articles in the fournal of Investigative Dermatology by 1. H. Blank, 
starting in 1952, have considerable bearing on the subject. 

Whilst the symptoms of chapping can be produced by exposure to 
certain chemicals and, for example, by handling cement, we are dealing here 
with climatic chapping. 

Gaul and Underwood (1952) noted that before chapping occurs there is usually a 
period during which the dew point (i.e. the temperature of the air at which gaseous 
moisture begins to condense into visible form) is high and the barometric pressure 
is low. Under these conditions the atmosphere is humid and the stratum corneum 
of the human epidermis is hydrated, smooth and soft. Then a sudden climatic 
change occurs, the barometric pressure rises whilst the dew point falls: the fluid 


in the horny layer evaporates and the stratum corneum becomes brittle so that 
small fissures easily form and the symptoms of chapping develop. 


The low relative humidity of dry winter weather, when dry air may flow 
rapidly over the skin, or the low relative humidity of heated houses—these 
are examples of ‘chapping conditions’ for if the moisture content of the 
stratum corneum drops below 10 mg. per 100 mg. chapping can develop 


(Blank, 1952). 
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A chapped horny layer has lost much of its pliability: Blank’s work has 
shown that this is restored by getting water into the epidermis and not by 
rubbing in oil. The use of water in oil emulsions (traditionally, lanolin which 
contains 3 parts of water in 7 of wool fat: more recently hydrous ointment 
B.P. or ‘hydrous eucerin’ or ‘nivea creme’) is one of the best ways of 
preventing or curing chapping. Glycerin is supposed to facilitate the transfer 
of water into the epidermis when used as the active principle of glycerin and 
rose water, or in a hundred and one other hand-lotion formule, or when 
employed in an ointment containing equal parts of glycerin of starch and 
salicylic acid ointment (2 per cent.) which is useful as a night dressing for 
badly chapped hands. 

Chilblains.—Whilst chapping is a superficial cutaneous reaction caused, 
amongst other things, by a dry atmosphere, chilblains are caused by exposure 
to a damp cold atmosphere. We know little about the critical climatological 
factors which cause the lesions (one confesses this with a sense of shame as 
this data should have been available a long time ago). Chilblains are more 
common in females than in males, and more prevalent among those who 
stand or sit for relatively long periods than among those who take vigorous 
exercise. In the majority of women the lesions are first noted between the 
ages of 15 and 17, and the incidence rises steadily up to the age of 40 or 
even over (Winner and Cooper-Willis, 1946). 

Because of the paucity of accurate information little more will be written 
here concerning chilblains except to note that the best preventive measure 
is to remove damp from living rooms by central heating. Even in relatively 








y : Fic. 
humble homes much good may be done by the installation of properly n 
designed, strategically placed, paraffin stoves. Instead of the administration i 
of calcium or vitamin D,, tolazoline hydrochloride B.P.C., in doses of 25 to oy 
50 mg. four times daily, is now often advocated, but for local treatment we : < 
have little to offer that is better than Winner’s ointment which contains:—} . 
inves 
Phenol B.P. 1.0% — 
Camphor B.P. 6.0% tion € 
Peru balsam B.P.C. 2.0% mide 
White soft paraffin B.P. 25.0% such . 
Hard paraffin B.P. 7.5% foll : 
Wool fat B.P. 58.5% on 
; , , m 
It is worth remembering, however, that the very severe discomfort of — 
acute chilblains affecting many digits may be rapidly relieved by a small 
dose of x-rays. ‘ 
y Whilst 
a 
INFECTIVE ECZEMATOID DERMATITIS ya 
When cocci attack the skin the reaction is usually of an impetiginous, 0 a oe 
folliculo-sebaceous (boil, carbuncle), or erysipeloid type. Infective eczems: pe wf 
toid dermatitis (fig. 4), which can attack any area but which may be seen 0 d — 
the legs, ankles and feet, is rather different, but is nevertheless a fairl pay 
specific cutaneous reaction to bacterial invasion when the host’s resistance! =. 


is moderately good, and possibly the invading organisms are not very 
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virulent. Clinically one suspects cocci as being the most usual cause of the 
eruption but on culture a heterogeneous collection of bacteria is often 
obtained, usually including coliform organisms. The pathology of the 
malady is somewhat complex. It is believed that the normal resistance of 
the skin is lowered: pathogenic bacteria invade the epidermis causing all the 
classical signs of inflammation. Complex breakdown products of protein are 
absorbed from the site and carried by tissue fluids to adjacent areas where 
they sensitize the skin and, as evi- 
dence of this, an eczema develops. 
Thus develops a roughly central 
area of infective dermatitis sur- 
rounded by satellite zones of eczema. 
The invading organisms rapidly in- 
fect the eczematous areas and the 
whole process is repeated so that a 
spreading intractable eruption de- 
velops; from the sequence of events 
the name infective eczematoid der- 
matitis is quite apposite. 

In diagnosis it is worth while 
remembering that, whilst this der- 
matitis may attack any area, not 
infrequently it is seen on a leg and 
often extends downwards to the 
Fic. 4.—Infective eczematoid dermatitis ankle and foot: as opposed to hypo- 

mimicking tinea pedis. : ne : s 

static dermatitis which, to a casual 
glance, it may resemble, it usually attacks only one leg, and that leg prob- 
ably will show no (or only slight) venous abnormality. 

Whilst, scientifically, the ideal treatment is to discover by bacteriological 
investigation the nature of the infecting bacteria and then, after a determina- 
tion of their resistance, to employ a carefully chosen antibiotic or sulphona- 
mide ointment or cream, many cases respend to old-fashioned remedies 
such as wet soaks of 1 : 3000 aqueous solution of perchloride of mercury 
followed by the employment of antiseptic ointments: e.g., ammoniated 
mercury ointment B.P., or dibromopropamidine cream B.N.F. 


TINEA AND CANDIDA (MONILIA) INFECTIONS 
Whilst griseofulvin in adequate doses (e.g. 1 g. daily for several weeks for 
adults) often apparently cures tinea of the palms and of the finger-nails, it is 
seldom beneficial for chronic tinea pedis. If the tinea of the toes is becoming 
active and starting to spread, griseofulvin may be useful but it is usually 
completely ineffective for the treatment of the chronic, quiet, sodden, 
desquamating patch which so many carry round on the web between the 
4th and 5th toes. Possibly, as Scott (1961) has suggested, if the area is dried 
very thoroughly with spirit and powder for some time before the griseo- 





744 THE PRACTITIONER 


fulvin is taken, the results might be better. Tinea of the toe-nails often fails 
to respond to the antibiotic. 

Chronic paronychia of the fingers is a malady to which housewives are 
prone. Most patients are middle-aged women with a poor peripheral 
circulation. Whilst acute paronychia can be caused by pyococcal invasion, 
and whilst tuberculous and syphilitic paronychia are mentioned in the 
books but very seldom seen in clinical practice in this country, the common 
type of paronychia (fig. 5) is an indo- 
lent process in which the inflammation 
affects usually only a few of the fingers. 
From time to time the infection be- 
comes active, the affected zones redden 
and throb and the patient suffers dis- 
comfort; after a while the inflamma- 
tion subsides but the tissues remain Feo. 5h wild ane ol dane 
swollen. On pressure  cheese-like Note the absence of cuticle 
purulent material can sometimes be praaPhowed es the skin at 
squeezed out over the nail-plate. The 
onset of this type of paronychia begins with the disappearance of the 
cuticle: the malady is due to Candida albicans. 

Rest is as important a feature in successful treatment as anything else. 
Equally important is the avoidance of exposure to gross changes of tem- 
perature (as when cooking and washing up), and the lodgement of mixtures 
of flour and sugar under the nail-folds, as happens very easily when the 
cuticles have disappeared and the patient kneads dough. (Monilial 
paronychia was once regarded as an occupational malady of pastry cooks.) 

It has been suggested that in many cases the monilial infection is an 
autogenous one, contracted from the vagina or bowel. In treatment, nystatin 
ointment, applied and massaged carefully into the areas, is often most 
useful. Nystatin tablets should be given only to eradicate Candida infection 
in the bowel, as the antibiotic is not absorbed sufficiently to affect the 
infection in the digits. If Candida is present in the vagina, a course of 
treatment with nystatin vaginal tablets may be helpful. Nystatin is the only 
really specific remedy, but successful treatment can be undertaken with a 
host of monilicidal and monilistatic remedies which range from phenol 
applications to chlorphenesin ointment. If the patient is to be cured, 
however, much depends upon her ability so to organize her life that the 
hazards of everyday working life are avoided so far as possible. 


I have to thank Mr. N. K. Harrison and the members of the Photographic 
Department of St. Bartholomew’s Hospital for the illustrations. 
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THE DEAF CHILD 


By DOREEN A. BIRCH, M.B., F.R.C.S.Epb. 


Registrar Ear, Nose and Throat Department, Guy’s Hospital; Formerly Senior 
Registrar Ear, Nose and Throat Department, The Hospital for Sick Children, Great 
Ormond Street 


THE treatment of the deaf child depends upon correct diagnosis, and the 
onus rests with the otologist to establish whether the deafness is conductive, 
perceptive or mixed in type. Conductive deafness is sometimes easily cured 
by simple surgical procedures but after such treatment an accurate assess- 
ment of hearing should be made if any clinical signs of hardness of hearing 
remain. In most cases a scientific measurement of the degree of air and bone 
conduction loss by pure tone audiometry is indicated when the child is first 
seen. This may not be possible in certain children and the otologist must 
then assess by other means the degree of hearing in terms of frequency 
range and decibel loss. 


HISTORY AND EXAMINATION 

In cases of suspected deafness a careful history is essential. This must be 
based on an assessment of any antenatal influences likely to cause deafness, 
such as maternal rubella, toxemia of pregnancy, ante-partum hemorrhage 
or the taking of drugs, such as quinine or antihistamines, during pregnancy. 
Perinatal factors, particularly anoxia at birth or icterus gravis neonatorum, 
are always a potential cause of deafness and any postnatal diseases the child 
may have had, such as meningitis, measles, mumps, or infections treated 
with streptomycin, are important. A family history of deafness is sometimes 
relevant and consanguinity may result in deafness of the offspring. Care- 
ful inquiry must be made into attacks of tonsillitis, chronic rhinorrhea, 
symptoms of adenoids or a history of ear infections, especially if these 
are recurrent or if any otorrheea is of longer than ten days’ duration. 

The next stage is a complete examination of the ears, nose and throat. 
After this the examiner should take careful note of any speech defect the 
child may have. The response to simple commands can often be assessed 
and if the child can hear a whispered voice at a distance of 15 feet (4.5 
metres) in each ear when the ears are independently tested a diagnosis of 
deafness is unlikely. The Rinné test should never be omitted and it is 
surprising how reliable this test is, even in young children if it is carefully 
explained first. The Schwabach test is also simple to perform. If the older 
child is thought to be deaf an x-ray of the paranasal sinuses should always be 
carried out. 


AUDIOMETRY 
It has been found possible to test most normal children by pure tone audio- 
metry at the age of 3 years or more. In intelligent and cooperative children 
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this age limit may be reduced to 2} years. This should be done by the 
otologist because by this stage the child will be familiar with the examiner 
and, provided the examination has been gentle throughout, the child’s 
confidence will have been won and his cooperation assured. The mother 
should be present in the room at the time of the examination and the child 
should sit with his back to the examiner and the audiometer, and facing his 
mother. A suitable game should be provided and when the child hears a 
sound he should be instructed to place a brightly coloured peg in a hole or to 
build a pattern with bricks. To hold the child’s attention through the testing, 
the games should be varied as no child enjoys carrying out simple manceuvres 
repeatedly. Encouragement and patience are required for the testing but by 
these means an accurate audiogram should be possible. Masking must be 
applied when indicated. Recruitment tests are rarely necessary in children 
and are only possible in older age-groups. 

A small proportion of children are not suitable for pure tone audiometry 
because of age or mental retardation. In these cases the child should be placed 
on the mother’s lap so that the back of his head is towards the otologist. A 
nurse or assistant should sit opposite the child and should distract his atten- 
tion with a silent toy such as a glove puppet or a brightly coloured ball. 
Movement of this toy helps to centre the child’s attention upon it. Free field 
audiometry can be applied to these cases either by using suitable amplifiers 
attached to a pure tone audiometer or by employing a machine such as the 
one recently described by Denes and Reed (1959). The child’s response to 
sound stimuli is evidenced by turning the head towards the sound or by the 
flexor or blinking reaction in very young children. Involved conditioning 
tests are seldom indicated as they readily produce fatigue and disinterest 
but, except in infants, a response to sound should be rewarded by the 
otologist giving the child a soft toy or some form of encouragement each 
time he hears a sound. Children fatigue easily to a constant sound or toa 
sound of certain loudness and pitch repeated often. The examination must 
therefore proceed as quickly as possible but systematically, and children 
who need to be tested by this means should not be examined for longer than 
ten minutes at a session. In all but a very few cases, at the end of this time 
the otologist should have a free field audiogram of the child’s hearing. 

It is essential to determine the frequency loss: if the child is only tested 
with response to a loud drum, a rattle or similar undetermined sound stimuli 
it is not possible to assess the hearing sufficiently well to decide correct 
treatment. Testing with pitch pipes is not desirable because it is not possible 
to estimate the loudness of the emitted sounds. The response to speech 
should be tested by placing before the child certain simple toys whose names 
are given by the examiner to the child and these names must include con- 
sonants of various frequencies. The otologist should then stand behind the 
child and ask him to point to the different toys. When he points to the object 
named correctly the child must be encouraged by the nurse and the mother, 
and the otologist repeats the test by moving farther away from the child 
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until he is able to assess the distance at which the child hears the spoken or 
whispered voice. By standing behind the child the otologist prevents the 
child from lip-reading. 

The following results are taken from 100 unselected cases attending The 
Hospital for Sick Children. The only presenting complaint in each case was 
deafness. There were 76 cases of conductive deafness, 15 of perceptive 
deafness and nine of mixed deafness. 


CONDUCTIVE DEAFNESS 
Of the 76 children who had conductive deafness 52 were males and 24 were 
females. The age when first seen ranged from 4 to 14 years. The air conduc- 
tion hearing Joss is shown in table I. Deafness was bilateral in 70, and con- 
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TaBLe I.—Air conduction loss in 76 
children with conductive deafness. 


fined to one ear only in the remaining six. The most constant clinical feature 
was indrawn and slightly thickened tympanic membranes (52 cases). In the 
other cases the tympanic membranes appeared normal. Evidence of tonsillar 
infection was present in 18 cases, and adenoid signs were present in 10 cases. 
The antra showed radiological evidence of infection in eight cases. 

Treatment.—The tonsils and adenoids were removed in 18 cases, and the 
adenoids only in eight. Adenoid remnants were removed in 34 cases and 
tonsillar remnants in 12 cases. Bilateral Eustachian catheterization was done 
in 63 cases, and 23 of the children underwent a series of antral washouts. 
Only when the deafness failed to respond to these simple surgical techniques 
was tympanotomy carried out, but when this latter procedure was employed 
results were encouraging as will be seen from the audiogram of such a case 
(fig. 1d). Other audiograms are also included to demonstrate the response to 
surgical treatment. 

Results.—These were good—i.e. hearing restored to normal, or more than 
a 15-decibel increase in hearing—in 41 cases, satisfactory—i.e. up to 15- 
decibel improvement—in 31, and poor—i.e. no improvement—in four cases. 


NERVE (OR PERCEPTIVE) DEAFNESS 
Of the 15 children who presented with nerve deafness, eight were males and 
seven were females. The age when first seen ranged from 1 to 8 years. 
The hearing loss is shown in table II. 
Treatment.—The otologist should consult with a child psychiatrist if 
mental retardation is suspected because in certain cases the differential 
diagnosis between deafness and mental retardation is difficult. Fortunately 
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such cases are rare and, except for the few children who are totally deaf, a m 
hearing aid and auditory training become the standard treatment. The wi 
prescription of a hearing aid, however, is not simple because many of these ch 
children have a severe high-tone deafness with a normal hearing in the low ed 
frequencies. If an ordinary transistor aid is prescribed the child may not be lig 
able to wear it, since amplification of the low frequencies may raise these fo 
sounds to above the pain threshold. These children require aids which cut de 
out sound amplification below a certain level and such aids can only be as 


fitted at specialized centres. The child must be taught to use his aid and he 
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Fic. 1.—Audiograms of four children with conductive deafness, showing results of treat- 
ment. O = right ear. X = left ear. — = preoperative. - - - - - - = postoperative. 
(a) Right conductive deafness treated by tympanotomy (D.A.B.). De 
(b) Conductive deafness treated by removal of tonsils and adenoids. 
(c) Conductive deafness treated by removal of adenoids and bilateral Eustachian 
catheterization. 
(d) Conductive deafness treated by removal of adenoid remnants, bilateral Eustachian 
catheterization and bilateral antral washout. 
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must receive extensive auditory training. Often this needs to be combined 
with special education in a school for partially deaf children. ‘Totally deaf 
children can obviously derive no benefit from a hearing aid and they require 
education in Deaf Schools so that they can be taught to communicate by 
lip-reading and other means. Of the 15 children in this series, 13 were 
found suitable for hearing aids, and two of these were placed in a partially 
deaf school. One child was sent to a Deaf School, and one child was sent to 
a special school for mental defectives. 


MIXED DEAFNESS 
Of the nine children in this group six were males and three were females. 
They resembled the conductive deafness group in the age when they were 
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TaBLe II.—Hearing loss in 15 children with 
perceptive deafness. 


first seen and in their degree of deafness. ‘Treatment was designed towards 
removing the conductive element of the deafness surgically and then treating 
the perceptive deafness on its own merits. 


SUMMARY 
The simple tests used in assessing hearing in children are outlined. 

An analysis is given of 100 unselected cases of deafness attending The 
Hospital For Sick Children, Great Ormond Street. 

From these cases it is apparent that the majority of deaf children suffer 
from conductive deafness and this presents a surgical problem and must be 
treated by an otologist. 

The results of treatment in cases of conductive deafness in children 
are often excellent and it is possible in most cases to restore hearing to 
within normal limits. 

It is only perceptive deafness which falls within the scope of the deaf 
educationalist ; by comparison such cases are fortunately rare as the prognosis 
with regard to the restoration of normal hearing is hopeless. 


I wish to thank Mr. James Crooks for his advice and Mr. H. S. Sharp for his 
help and encouragement with this article, and for allowing me to examine the deaf 
children under their care. 


Reference 
Denes, P., and Reed, M. (1959): Lancet, ii, 830. 








RHEUMATIC PAINS AROUND 
THE HIP-JOINT 


By TREVOR H. HOWELL, F.R.C.P.Eb. 
Physician, Geriatric Research Unit, St. fohn’s Hospital, Battersea; 
Consultant Physician, Queen’s Hospital, Croydon 


One of the common complaints encountered by the general practitioner is 
rheumatic pain in the region of the hip-joint. Amongst a series of 460 
patients referred for treatment to the Rheumatic Clinic at St. John’s 
Hospital, Battersea, no less than 197 (43 per cent.) were suffering from pains 
in this region. The sex distribution was mainly female (154) rather than 
male (43). The age range varied from the early thirties to the middle eighties, 
some 78 per cent. of the patients being over sixty. 


CLINICAL DIAGNOSIS 

The clinical diagnosis is shown in table I; the discrepancy between the 
total in this table and the number of patients is due to the fact that 75 
patients had more than one lesion. The most frequent diagnosis was osteo- 
arthritis of the hip, rheumatoid disease being much less common. Some of 
the patients showed little or no radiological bony changes; these patients 
had pain of soft-tissue origin apparently. A few of them subsequently 
developed osteoarthritis in the hips or lumbar spine when followed up for 
several years. Generally speaking, patients with sciatic pain were younger 
than those with other syndromes. 


Osteoarthritis of hips .. oe a +a 70 
Rheumatoid arthritis .. “e 2 oa 12 
Sciatic pain ie 2 = 22 
Soft tissue ‘fibrositis’ . . ~ "8 i 60 
Osteoarthritis of knees .. a - ee 27 
Arthritis of hips and knees... ae ce 12 
Spondylosis (lumbar) .. ae a i 4 
No arthritis found a = if - 20 
Marked muscle spasm <a aP an 46 
Other lesions , ou ‘ ae 6 

Total a se os ss iia 279 


TaBLe I.—Clinical diagnosis in 197 patients with 
rheumatic pains around the hip. 


LOCATION OF PAIN 
When the location of the various types of pain was analysed, seven separate 
sites of distribution were found (table II). The most common site was over 
the hip-joint itself. Next came pain along the outer side of the thigh, followed 
by pain at the back of the thigh, pain in the groin, pain to the back of the 
hip or gluteal region and pain on the inner side of the thigh. Pain in the 
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front of the thigh was quite rare. Muscle spasm was a common addition in 
each of these sites of pain; so was soft-tissue tenderness. 


In the hip-joint itself ‘“ a 24 per cent. 
Outer side of the thigh i "re 
The back of the thigh oon < re 
In the groin .. i = ne ia. % 
The back of the hip or buttocks .. oe 

Inner side of the thigh = sa IO ,, 

Front of the thigh .. - =" a 


: 100 per cent. 
‘TaBLE II.—Site of pain in 197 patients with rheumatic 
pain around the hip-joints. 


PAIN IN THE HIP-JOINT AREA 
When pain and tenderness were found in the hip-joint itself, the most 
frequent lesion, by far, was osteoarthritis of the hip (29 cases out of 47). 
Local tenderness in the soft tissues was especially marked in nearly a quarter 
of the patients. Sometimes nodules could be found, either just below the 
iliac crest or near the greater trochanter. If these were injected with local 
anesthetic, the pain was often relieved. Four patients had arthritis of both 
hip- and knee-joint, but only complained of pain in the hip. Rheumatoid 
arthritis was present in only four cases. Four other patients showed no 
radiological evidence of any arthritis. One patient had Paget’s disease of the 
head of the femur as the cause of his pain. Muscle spasm was prominent in 
only five patients with pain in this site—a great contrast to most other 
locations. 
PAIN ON THE OUTER SIDE OF THE THIGH 

Out of 41 patients complaining of pain in this situation, eight had osteo- 
arthritis of the hip and eight had osteoarthritis of the knee. Both hip- and 
knee-joints were affected together in another five cases. Sixteen patients 
had marked fibrositic nodules, either below the iliac crest, around the greater 
trochanter or in the gluteal muscles. Only three patients showed radiological 
signs of a mixed rheumatoid- and osteo-arthritis ; three more had joints which 
appeared normal. Muscle spasm was prominent in three patients. One 
patient had tender fatty areas around the hip. ‘There was one patient with 
lumbar spondylosis as the only apparent cause of pain in this site. 


PAIN AT THE BACK OF THE THIGH 

When a patient complained of pain at the back of the thigh, it was usually 
sciatic in nature, giving a positive Laségue’s sign. This occurred in 20 out 
of 32 subjects. Some degree of muscle spasm was present in nine patients. 
Osteoarthritis of the hip was found in only seven patients, and of the knee 
in four others. Marked lumbar: spondylosis was present in three subjects. 
Five patients had fibrositic nodules in their gluteal muscles; one had 
sacro-iliac tenderness. 


PAIN IN THE GROIN 
This symptom was often more resistant to treatment than pains with other 
radiation. Intra-articular injection of procaine or procaine and hydro- 








752 THE PRACTITIONER 


cortisone, which gave great relief in the other syndromes, was less effective 
here. Similarly, physical treatment with infra-red rays or even short-wave 
diathermy provided only partial success in many patients. Massage and 
faradic stimulation of muscles might actually increase this pain. Osteo- 
arthritis of the hip was found in 11 of the 25 patients and osteoarthritis of 
the knees in two more, whilst both joints were affected in two subjects, 
There were also two examples of rheumatoid arthritis. Nine patients had 
considerable muscle spasm. Fibrositic nodules were found in front of or 
above the hip-joint in four patients. Two patients had normal joints 
on x-ray. 


PAIN IN THE BACK OF THE HIP AND BUTTOCK 

The characteristic clinical feature of pain in this area was the presence of 
fibrositic nodules in the gluteal muscles: these were found in over half the 
patients. Osteoarthritis of the hips was found in twelve patients and rheuma- 
toid arthritis in two. Normal joints were seen radiologically in four subjects. 
Two cases of sciatic pain had gluteal radiation only. One patient showed 
post-herpetic neuralgia. In two subjects there was muscle spasm in the 
hamstrings. Painful nodules might be felt just below the iliac crest, behind 
the hip-joint, over the ischial tuberosity, at the sacral muscle insertions, or 
in the body of the gluteal muscles. Injection of local anesthetic followed by 
massage, either manually or with a mechanical vibrator, often gave consider- 
able relief. Heat alone was less successful in easing the pain. 


PAIN ON THE INNER SIDE OF THE THIGH 
When there was pain in this situation, muscle spasm was usually present. 
This occurred in 18 out of 20 patients. Twelve of them had osteoarthritis of 
the knees. Only three had osteoarthritis of the hips. Two patients had 
rheumatoid arthritis of both joints. Two others had tender nodules on the 
inner side of the knees. This syndrome is much more common in arthritis 
of the knees than in hip disease. 


PAIN IN THE FRONT OF THE THIGH 
This occurred in only seven cases out of the 197 in the series. Three subjects 
had osteoarthritis of the knees; only one had osteoarthritis of the hips. 
Three seemed to be soft-tissue lesions without arthritis, as noted in a previous 
report (Howell, 1959). 
SUMMARY 
Rheumatic pains around the hip-joint are quite common, especially in 
elderly women who tend to be overweight. 
There are seven common sites of radiation for this pain, each having 
somewhat different characteristics. 
To obtain the most effective results from treatment, it is desirable to 
differentiate between them. 
Reference 
Howell, T. H. (1959): The Practitioner, 183, 727. 
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THE TREATMENT OF SUPERFICIAL 

PHLEBITIS AND THROMBOPHLEBITIS 

WITH A PENETRATING ANTISEPTIC 
CREAM 


By OSCAR I. ALANT, M.D. 
From the Department of Surgery, S. Kdrolyi Hospital, Budapest 


No treatment other than bed rest appears to be required for mild cases of 
superficial phlebitis. For the more severe forms, especially when there are 
varicosities, treatment may be difficult (Stein and Rose, 1957; Gertner, 
1956), and it may be necessary to use other measures. Untreated the con- 
dition can be very painful, and follow a prolonged course accompanied by 
fever. Owing to the danger of inflammation producing changes in the 
endothelium, which may lead to incompetence of the venous valves, and of 
the inflammatory process spreading to deep veins, it is important to 
institute early treatment. 

During the past year a study has been made of the effect of topical applica- 
tion and gentle massage of a cream containing 1 per cent. silver dinaphthyl- 
methane disulphonate (‘viacutan’ cream). ‘This compound is absorbed into 


and through the skin. 


SCOPE OF INVESTIGATION 

Forty-six patients were treated topically with 1 per cent. silver dinaphthyl- 
methane disulphonate in the form of a cream. The patients included in the 
series had all failed to respond to conventional conservative methods of 
treatment, or had been sent into hospital by their own doctor. All patients 
were confined to bed, and the foot of the bed raised 20 cm. The cream was 
applied daily to the skin over the inflamed vein. The amount used varied 
between 2 and 5 ml., depending upon the size of the area. With gentle, 
firm massage, the cream was completely absorbed by the skin within five 
minutes. This produced no local skin reaction. The average length of stay 
in hospital was six to ten days. Mobilization was achieved gradually. When 
the patients were ambulant an elastic bandage was applied. 


RESULTS 
In 45 cases treatment with the cream alone was sufficient (table I). In one 
case only, in which thrombosis was a marked feature, anticoagulant therapy 
was required. In this patient inflammation had subsided but thrombosis 
continued to progress. It was noteworthy that in the majority of cases pain 
disappeared or almost disappeared after the first application. The other 
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signs of inflammation decreased more gradually. The treatment was found 
to be simple and effective. 


MECHANISM OF ACTION 
It has been suggested that the beneficial effect of silver dinaphthylmethane 
disulphonate cream may be due to either the local liberation of histamine, 
or activation of the reticulo-endothelial system. These theories were ex- 
amined experimentally. The Menkin phenomenon was examined in rats, 





, Treatment 

No. a 
of Average 

cases | healing time Result Remarks 


(days) 


Phlebitis and _ varicose 

veins... ve - 38 12 Good __ Anticoagulant therapy 
in one case 

Phlebitis without varicose 

veins... ee ad 

Thrombophlebitis migrans 


~ wi 
ox 


Good Operation in 2 cases 
9.4 Good 


Total as 46 











TABLE I.-—Summary of results obtained from the use of 1 per cent. silver dinaphthyl- 
methane disulphonate in 46 cases of superficial phlebitis and thrombophlebitis. 


and the sites of accumulation of intravenous trypan blue correlated with the 
local release of histamine. No significant histamine release was observed. 
Silver dinaphthylmethane disulphonate was examined for effect on coagula- 
tion factors using the ‘coagulogram’ examination devised by Horn and his 














No.of Average healing time 
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Total a ae 60 











TABLE II.—Results of other form of therapy in superficial phlebitis and thrombophlebitis. 


colleagues (1955). One hour before, and three hours after, application of the 
cream, blood samples from the patients were examined by the coagulogram 
technique. No effect on coagulation was observed. 

It is probable that the thrombosis in these cases is precipitated by in- 
flammation caused by bacteria. The inflammatory focus in the endothelium 
of the vein becomes walled off by proliferating fibrous tissue, and thereby 
becomes inaccessible to antibiotics given systemically. Silver dinaphthyl- 
methane disulphonate is well absorbed through the skin, and has a wide 
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range of activity against gram-positive and gram-negative organisms 
(Goldberg et al., 1950; Alant, 1959). Acquired resistance has not been 
encountered against any bacterial species. The beneficial effect of the 
cream is thus likely to be due to this power of penetrating through the 
skin to the focus of infection, and to local antibacterial effect at the 


focus. 


DISCUSSION 
The average healing time observed in this series of 46 patients treated with 
silver dinaphthylmethane disulphonate cream was ten days. This is slightly, 
but significantly, less than the time taken to heal 60 comparable unselected 
cases by conventional methods during the previous year (table II). The 
treatment is simple, and the cream easy to apply. After the necessary instruc- 
tion the patient can carry out treatment himself. There seem to be no contra- 
indications, and there is no danger of untoward side-effects. This form of 
local treatment cannot, of course, affect the underlying predisposition to 
phlebitis and thrombophlebitis. It is only a short-term treatment, the effects 
of which cannot be long-lasting. The underlying etiology and the factors 
predisposing to the condition must be considered separately. 


SUMMARY 
Forty-six patients with superficial phlebitis and thrombophlebitis were 
treated topically with a cream containing 1 per cent. silver dinaphthyl- 
methane disulphonate (a modified formulation of ‘viacutan cream’ containing 
added lissapol). ‘The results compared favourably with those in patients 
receiving conventional forms of treatment. ‘The treatment is simple, effective 


and safe. 
I am indebted to Ward, Blenkinsop & Co. Ltd. for supplies of modified ‘viacutan’ 
cream. 
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PREMATURE BALDNESS 


By H. R. VICKERS, V.R.D., M.D., F.R.C.P. 
Consulting Dermatologist, United Oxford Hospitals 


THE following query from a reader was recently submitted to me by the 


Editors of The Practitioner. 

‘I should be most grateful if you could advise me if there is any treatment, e.g. 
drug or lotion, which will prevent or retard the loss of scalp hair. I know very well 
that there is no cure when baldness is hereditary, but is there any way of retarding 
the process?’ 

The problem of premature baldness in the male is a difficult one. Loss of 
hair may be due to local or general conditions. 


LOCAL CAUSES 

Of local conditions the most common cause of loss of hair is seborrhea 
capitis. This is characterized by scurf in the scalp with a varying degree 
of redness of the skin, and the whole of the scalp is affected. All too often 
one sees cases of psoriasis of the scalp mistakenly diagnosed as seborrhcea. 
In psoriasis the scaling patches are much more localized with normal skin 
between the affected areas. Psoriasis does not cause loss of hair. If the 
loss of hair is due to seborrhea, the hair will probably regrow when the 
seborrhea is controlled, but it may be necessary to continue to use appro- 
priate treatment for months or even years. I usually explain to the patient 
that the condition is essentially due to two factors: low-grade infection 
which is probably present on most skins, and a peculiar lowering of the 
natural resistance of the skin of the individual to this infection. Thus, 
recurrence is common after each attack because it is impossible to avoid 
contact with the infection; hence the need for constant treatment. 

Because of this necessity it is important that the treatment advised should 
be relatively easy to carry out and cosmetically acceptable. If the patient 
still has a lot of hair, there are several suitable lotions which can be used as 
hair-dressings which will control the scurf. Roxburgh advised the following, 
which I find very effective :— 


Salicylic acid B.P.C. 1.2 g. 
Mercuric chloride B.P.C. 0.03 g. 
Castor oil B.P.C. 2 ml. 


Industrial methylated spirit B.P.C. to 28.5 ml. 

There are many proprietary lotions—such as ‘Crookes’ scalp lotion’— 
oily or non-oily—which are satisfactory. If the patient has lost a lot of hair, 
a suitable application as a hair-dressing is 3 per cent. sulphur and 3 per cent. 
salicylic acid in hydrous eucerin. The cream is rubbed into the scalp every 
morning and the head then lightly damped with water, after which the hair 
is brushed in the ordinary way. Preparations which are said to contain 
living hair cells are beneficial probably because of the anti-seborrhaic 
action of the base. 

In addition to local applications, various shampoos are also useful in 
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controlling scurf. Some contain quaternary ammonium compounds, e.g. 
‘cetavlon’ and ‘seboderm’. Another group which is satisfactory contains 
prepared tar (‘sebbix’ and ‘genisol’) and a third group contains selenium 
sulphide (‘3elsun’ and ‘lenium’). Although selenium-containing shampoos 
are effective, they are a little more trouble to use because of the importance 
of removing all the selenium from the scalp in the rinsing. 


GENERAL FACTORS 
Baldness due to general factors could be the subject for a monograph. Post- 
febrile alopecia is not uncommon and may be overlooked because the hair 
loss is often not noticed for several weeks or months after the febrile illness 
has been cured. 

During the past few years there has been a great deal of very interesting 
work done on the dynamics of hair growth. It has been shown that the old 
idea that the hair was produced as a steady extrusion from the hair follicle 
throughout life is quite wrong. Hair follicles normally have a phase cycle of 
activity, which is called anagen, and resting, known as telegen. The short 
period when the active follicle is transformed into the resting phase is the 
stage of catagen. Recent work, particularly by Kligman (1961), has shown 
that post-febrile alopecia, post-partum alopecia and alopecia from psycho- 
genic disturbances among other forms of alopecia are due to premature 
termination of the normal life cycle of the hair with the follicle passing 
into the state of telegen. It follows that with subsequent establishment of 
anagen, this type of alopecia is reversible. 

Loss of hair may be associated with obvious hormone dysfunction, 
such as in myxeedema, hyperthyroidism, Cushing’s syndrome, and mas- 
culinizing tumours, but apart from these it is probable that the ordinary 
male type of baldness is associated with some hormone factor which has 
not yet been determined. Evidence in favour of this view is the well-known 
fact that young male castrates never go bald and the usual type of man who 
loses his hair relatively early is the very ‘masculine’ male with deep voice, 
an obvious masculine skeleton and usually with a lot of hair on his trunk. 
As the questioner says, this may also have an inherited factor. 

With this type of baldness no cure is possible. There have been many 
claims for so-called cures, most of which involve a lot of money, and these 
were investigated recently by the Consumers’ Association and reported 
adversely on in their magazine Which? (May, 1960). 


SUMMARY 
If some of the loss of hair is due to seborrhcea, by using appropriate treat- 
ment the rate of loss will be retarded. It is also important not to rub or brush 
the scalp too vigorously since this may break off the hair, and it is important 
not to use a nylon-bristled brush, since these bristles may easily pull out 
the hair. 


Reference 
Kligman, A. M. (1961): A.M.A. Arch. Derm., 83, 175. 
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MOSES, PHYSICIAN FOR TYPHOID 


By S. LEVIN, M.B., M.R.C.P.Ep., D.C.H. 
Johannesburg 





THE BIBLE names only one physician—Luke (Colossians iv. 14), although 
it appears that he was not in active practice, preferring to pursue a literary 
bent—a distressingly common and probably incurable malady of doctors. 
There are, however, other biblical figures who were not known as physicians, 
but nevertheless practised medicine. Elisha can properly be described as a 
general practitioner: He knew of artificial respiration (2 Kings iv. 34), fluid 
and salt balance (Jbid. ii. 21), poisoned food (Ibid. iv. 40, 41), leprosy 
(Ibid. v. 27), and when consulted by a foreign sick king (/bid. viii. 8) was 
sufficiently compassionate to withhold knowledge of the fatal prognosis 
from the patient (Jbid. viii. 10). 

But the earliest biblical physician was Moses, and a physician he surely 
was, though this function of his has been overlooked, partly because 
of his immense stature in other fields as a leader of men, and partly because 
of the role of his God in health and sickness. This role was so all-pervasive 
that it left no room for Moses to assert his own status as a physician. The 
plagues that Moses started in Egypt had an unusually medical flavour; he 
had a deep appreciation of the importance of hygiene and understood the 
necessity of preventing disease and limiting the spread of contagion. 


AN OBSCURE EPIDEMIC 
He was also called in as a consultant to halt an obscure epidemic :— 


After years of privation in the wilderness, the Israelites rebelled against their lot, 
so ‘the Lord sent fiery serpents among the people, and they bit the people; and 
much people of Israel died. Therefore the people came to Moses, and said, We 
have sinned, for we have spoken against the Lord, and against thee; pray unto the 
Lord, that he take away the serpents from us. And Moses prayed for the people. 
And the Lord said unto Moses, Make thee a fiery serpent, and set it upon a pole: 
and it shall come to pass that every one that is bitten, when he looketh upon it, 
shall live’ (Numbers xxi. 6-8). 

The rabbis have had a hard time of it explaining away this bit of God- 
ordained idolatry. But where the clerics have failed, the doctors—reversing 
the usual process—have stepped in. It has been suggested (Brim, 1936) 
that the epidemic was a massive infestation with guinea worm, and that by 
entwining a serpent about a staff, Moses was demonstrating how to extract 
the long worms from the extremities. Such a suggestion has not found 
favour in other quarters (Smith, 1950) but no alternative is offered. 

The guinea-worm theory has a major drawback. It fails to explain the 
serious character of the epidemic, clearly of a grievous nature and asso- 
ciated with a heavy mortality. A better explanation involves a short digres- 
sion on worms. Up until the 19th century worms were generally held to 
be responsible for numerous illnesses, especially those associated with fever, 
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for worms were then passed when they were not even suspected to be 
present. Among the ancients, worms had a close link with illness, for three 


reasons :-— 


(1) The worm appears to be a diminutive relation of the serpent with its venom. 

(2) Worms and maggots are present in dead bodies, the inference being drawn 
that they entered during life and were responsible for demise. 

(3) Worms were especially prevalent in the sick, and if there was no other obvious 
cause for illness, could conveniently be blamed (Rendle Short, 1957). 


Both Herod Agrippa (Acts xii. 23) and Antiochus Epiphanes (2 Maccabeus 
ix. 9) died as a consequence of affliction by worms. 


THE PROBABLE CAUSE 
The ‘fiery serpents’ in the wilderness were worms. It is relevant to note 
that the Hebrew adjective is not derived from ‘esh’ (fire) but from ‘soref’ 
(burn), and it was not the worms that were burning, but the patients were 
burning with fever. The worms were especially evident not only because 
they migrate during fever, but also because presumably diarrhcea was part 
of the illness. Moreover, the worms did not literally bite; the Hebrew term, 
‘nashoh’, can also mean ‘adhere to’, ‘stick to’ (Talmud: Mishnah Hallah ii. 4; 
Mishnah Tohoroth i. 7), and in this context it is clear that the fever-producing 
worms remained long in the Hebrew camp, causing a protracted epidemic. 
A grave illness of epidemic proportions, lingering among the population, 
and featuring noteworthy fever, diarrhoea, and many deaths, is likely to be 
typhoid. Cholera is less likely, since fever is usually slight or absent. 


THE SERPENT AND THE STAFF 

The role of Moses in this epidemic is of further interest. He wielded the 
emblem of the physician: a serpent entwined upon a staff. This emblem is 
especially associated with Asclepius, called the Father of Medicine, who 
exerted his greatest influence during life around 1,250 B.c. The historicity 
of Asclepius and Moses is roughly on a par, and if—as modern scholarship 
suggests—the Hebrew’s life spanned the reigns of Seti I and Ramses II 
(the latter’s accession was about 1300 B.c.) then he handled the physician’s 
symbol a generation before the Greek. The Mosaic serpent endured for 
500 years, after which Hezekiah, King of Judah: 


‘Removed the high places, and brake the images, and cut down the groves, and 
brake in pieces the brasen serpent that Moses had made: for unto those days the 
children of Israel did burn incense to it’ (2 Kings xviii. 4). 


One of the arts of the physician is to contrive to be called in, or to ad- 
minister a remedy, just before the recovery phase sets in. Moses evidently 
knew of the credit accruing to one who enters the clinical picture at this 
critical stage. He erected the serpent upon the staff when the epidemic had 
already run its course. 
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GENERAL PRACTITIONERS’ FORUM 


A CASE OF COBALT DEFICIENCY IN A CHILD 
PRESENTING AS ‘EARTH EATING’ 


By V. S. SHUTTLEWORTH, M.B., B.S. 
Grosmont, Nr. Abergavenny, Monmouthshire 


R. S. CAMERON, M.R.C.V.S., 
Monmouth 


G. ALDERMAN, B.Sc. 
AND H. T. DAVIES, B.Sc. 


National Agriculture Advisory Service, Ministry of Agriculture, Fisheries and Food, 
Cardiff 


Cosa tT deficiency in man has not been recorded anywhere in the world and 
in the opinion of nutritional scientists is unlikely to occur. Cobalt does not 
appear to have any function in man except as a component of vitamin B,9. 
The cobalt intake of an adult on a rich varied diet has been estimated to be 
5 to 8 mcg. a day, of which two-thirds is excreted, largely in the urine 
(Underwood, 1956). The daily requirement of an adult for vitamin B,, 
is 5 mcg. a day, which contains 0.2 mcg. of cobalt. The function of the 
remaining cobalt is unknown. Precise estimation of the cobalt concentration 
in the blood is extremely difficult owing to its very low concentration com- 
pared with other trace elements. 

The evidence of cobalt deficiency in the case to be described is entirely 
clinical. 


CASE RECORD 

History.—S.W. was a 16-month-old girl, born and bred on a North Mon- 
mouthshire hill farm. The parents complained that they were unable to 
allow the child to play in the garden because she persistently put earth in 
her mouth and swallowed it. The habit started when she was able to crawl. 
Later she would help herself to the earth in a flower pot if it was left within 
reach indoors. On some occasions, the earth was swallowed in sufficient 
quantity to turn the motions a dark earthy colour. 

The parents were even more concerned by the fact that they had been 
disturbed every single night of the child’s life. She awakened and ‘grizzled 
for hours and it was impossible to get her to sleep again’. This symptom 
failed to respond to a variety of drugs which were tried over a period of 
several weeks: e.g. aspirin, a chloral hydrate mixture, and phenobarbitone 
(30 mg.). The therapy was stopped because it seemed that drugs would cause 
more harm than the sleeplessness. 

Previous history.—During the pregnancy her mother had complained of 
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feeling tired but was not anemic; labour was complicated by uterine 
inertia and post-partum hemorrhage. 

In the first four months the baby was fed on ‘ostermilk’ and then con- 
tinued with cow’s milk from the farm. Abortive efforts were made to wean 
her at 4 months, but the child’s appetite was very fickle. She had a marked 
preference for milk, and ate little solid food even at the age of 16 months. 
At this stage it was thought possible that the earth eating might be an 
instinctive urge to remedy some deficiency in the diet, analogous to similar 
behaviour in cattle, sheep and pigs. As the veterinary surgeon was certain 
on clinical grounds that the child was being fed on milk from cows suffering 
from cobalt deficiency, it was decided to give cobalt therapy an empirical 
trial. 

State on examination.—A pale, tired, drab-looking child. The only 
abnormality apart from the pallor, was the dry lack-lustre appearance of 
her hair, which was matted and very dull on the occipital area. 

Blood count (October 8, 1959) :— 


Hzmoglobin 65 per cent. 
Red blood cells 5,120,000 per c.mm. 
Colour index 0.64 
White blood cells 16,000 per c.mm. 
Packed cell volume 32 per cent. 
Mean corpuscular hemoglobin concentration 30 per cent. 
Mean corpuscular volume 63 c.u 
The blood film showed numerous target cells; anisocytosis -++; 


microcytosis +-; hypochromasia + +; 

An iron-deficiency picture. 

Treatment and progress report.—She was given cobaltous chloride, 1 mg. 
daily, for thirty days in a mixture flavoured with blackcurrant syrup 
B.P.C. This was added to her daily rose hip syrup to increase the palatability 
and ensure acceptance. After a total dose of not less than 5 mg., and not 
more than 10 mg., of cobaltous chloride she ceased to eat earth. This was a 
decisive and permanent change. On the twenty-eighth day she slept from 
00.11 hours to 17.00 hours. On the three successive nights she slept all 
night. Subsequently she has only awakened at night if wet or hungry, and 
has promptly fallen asleep after attention. It cannot be claimed that a 
normal sleep rhythm has been established, but there has been a very 
material change for the better. The obvious relief shown by both parents 
removed any doubt that the history they had given was exaggerated. 

Blood count (November 11, 1959):— 


Hemoglobin 62 per cent. 

Red blood cells 5,000,000 per c.mm., 
Colour index 0.64 

White blood cells 12,200 per c.mm. 
Packed cell volume 34 per cent. 

Mean corpuscular hemoglobin concentration 30 per cent. 

Mean corpuscular volume 68 c.u 


From November 12 she was given ‘plesmet’ syrup, a proprietary pre- 
paration containing ferrous aminoacetosulphate (equivalent to 25 mg. of 
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ferrous iron) and 1 mg. of aneurine hydrochloride in 4 millilitres. After a 
total of 120 millilitres of this syrup the blood count (on December g) was :— 


Hemoglobin 75 per cent. 

Red blood cells 5,050,000 per c.mm. 
Colour index 0.75 

White blood cells 12,600 per c.mm. 
Packed cell volume 38 per cent. 

Mean corpuscular hemoglobin concentration 29 per cent. 

Mean corpuscular volume 76 cup 


At this stage the change in her condition and temperament was very 
obvious. She had ceased to grizzle, was obviously feeling well, and looked 
vital and intelligent. A change which was accentuated by her previous 
drabness and misery. Her hair was restored to normal softness, texture and 
lustre and turned from ash blond to gold. 

To complete the investigations a fractional test meal was done and proved 
that she had achlorhydria. 


OBSERVATIONS ON THE COBALT-DEFICIENT CATTLE 
At this time all types of cattle on the farm—calves, pubescent stock, milking 
cows—were showing symptoms of general unthriftiness. A month pre- 
viously the calves had been suffering from parasitic bronchitis (Dictyocaulus 
viviparus infestation with secondary bacterial invasion of the lungs) which 
had been treated. The symptoms had subsided satisfactorily but the beasts 
still looked in poor condition. There was also a chronic infertility problem on 
the farm. The estrus cycle being apparently normal, but the conception 
rate low. The animals were dejected, undernourished, and without real 
interest in eating in spite of a very reasonable amount of grass available for 
the time of year. Their coats were rough and stark and they had some slight 
ocular watery discharge with encrustations near the internal canthus. No 
diarrheic animals were seen. A full clinical examination of several beasts did 
not reveal any evidence of a specific condition although the mucous 
membranes of most were quite pale. 

The accepted minimal treatment for helminthiasis—i.e. oral dosing in 
spring and autumn with commercial phenothiazine, which usually contains 
small amounts of copper and cobalt—had not been carried out for some 
years. There was no evidence of parasitic hepatitis, or parasitic gastro- 
enteritis, as shown by fecal egg counts. Blood samples for copper taken 
from a quarter of the herd showed an average level of 0.072 mg. per cent. 
(range, 0.086 to 0.056 mg. per cent.). The normal level of copper in bovine 
blood is approximately 0.1 mg. per cent., so no evidence of marked copper 
deficiency was revealed. The signs and symptoms presented by these 
animals were clinically those of cobalt deficiency. 

A group of the fattening stock was given a cobalt product releasing a small 
amount of the element continuously into the alimentary canal. The rest of 
the adult and pubescent stock were given mineral trace element mixtures 
including copper and cobalt. All the stock treated appeared to benefit within 
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a fortnight and reached a better condition more quickly than in any previous 
year. After one month’s treatment the blood copper estimations were 
repeated and showed an average level of 0.084 mg. per cent. (range, 0.074 to 
0.095 mg. per cent.). This was a significant rise and supported the clinical 
improvement. In the ensuing months the improvement in their condition 
was progressively maintained. 


REPORT ON SOIL 

The National Agricultural Advisory Service carried out analyses of soil and 
pasture for cobalt. Five hay samples were found to have cobalt contents of 
0.05, 0.09, 0.07, 0.04, 0.11 parts per million of the plant dry matter. As 
values below 0.1 parts per million cobalt are associated with cobalt de- 
ficiency in sheep and cattle the occurrence of this deficiency on the farm 
seemed likely. Soil samples were analysed for ‘available cobalt’ and all were 
below the level taken to indicate a deficiency of ‘available cobalt’ in the type 
of soil occurring on the farm. Every field on the farm was deficient in cobalt. 
These results confirmed the findings of the hay analyses and the clinical 
diagnosis of the veterinary surgeon. It would therefore seem a fair assump- 
tion that the cattle had been suffering from a degree of cobalt deficiency for 
some time and were producing milk low in cobalt in consequence. 


DISCUSSION 

Tevetoglu (1956) described five cases of iron-deficiency anemia in children 
associated with achlorhydria and earth eating which failed to respond to 
iron therapy alone, but did respond to a cobalt-iron mixture. The average 
dose of cobalt was 20 to 40 mg. daily, and the duration of treatment was 
nine to fourteen weeks. He also described 60 cases of dirt eating, with 
anemia and achlorhydria in children below the age of five, in which dirt in 
the faeces was confirmed by x-rays of the colon (Gardner and Tevetoglu, 
1957). All these children were cured of their anemia by a cobalt-iron 
mixture, but no specific reference was made to the effect on their symptom 
of earth eating. 

The hemopoietic effect of large doses of cobalt, 20 to 40 mg. daily (three 
thousand to six thousand times the normal adult intake), is well established. 
Coles (1955) treated forty cases of resistant anemia in children with doses 
of 20 to 25 mg. of cobalt daily, without iron, for three weeks. The stimulating 
effect of cobalt on marrow-erythroid tissues was confirmed by marrow 
studies and the danger of toxic effects noted if treatment was continued for 
more than three weeks. Cases of myxcedema and congestive heart failure in 
infants who were given cobalt-iron proprietary mixtures indiscriminately 
have been described (Robey, Veazey and Crawford, 1956). 

Cobalt deficiency in livestock was first recognized by Filmer and Under- 
wood (Underwood, 1956) in 1935 during their investigations of ‘enzodtic 
marasmus’ in cattle and sheep in Western Australia. In the United Kingdom 
the condition was recognized by Corner and Smith and by Patterson in 
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1938 in Scotland and Devon. Further areas in the United Kingdom liable 
to cobalt deficiency have been recognized since then and to date it has been 
reported on granite and old red sandstone soils in the counties of Devon, 
Cornwall, Hereford, Brecon, Monmouth, Ross, Kirkcudbright, Solway, 
Inverness and Sutherland. 


CONCLUSION 

It appears that a cobalt deficiency arose in the child owing to a combination 
of adverse circumstances. Presumably the achlorhydria caused a deficient 
absorption of cobalt and iron. The low cobalt content of the soil created a 
chain of deficiency from the herbage to the cattle and to the cow’s milk. In 
this instance there was also the delay in the normal process of weaning and 
therefore the cobalt content in a variety of solid foods was not sufficient 
to compensate for the total deficiency. 

We wish to thank Dr. W. H. J. Baker, pathologist, Public Health Laboratory, 


Hereford, and Dr. T. E. Brand, pediatrician, Royal Gwent Hospital, Newport, for 
their interest and cooperation in arranging the blood counts, and fractional test meal. 
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SULPHADIMIDINE AND ‘BIMEZ’ (SULPHADIMIDINE + 
SULPHADIMETHOXYPYRIMIDINE) IN GENERAL PRACTICE 


By JAMES M. ANDERSON, M.B., Cu.B. 
Leicester 


In the last two years the introduction of long-acting sulphonamides has 
raised the question as to what advantage they offer, if any, over the old- 
established sulphonamides. In an attempt to answer this question some 
patients in my practice have recently been treated with ‘bimez’, which is a 
mixture of sulphadimidine and sulphadimethoxypyrimidine, a long-acting 
sulphonamide, and the results have been compared with those obtained with 
sulphadimidine during the previous year in the same practice. 


SCOPE OF INVESTIGATION 
A total of 241 patients were treated, 135 receiving sulphadimidine and 106 
receiving “bimez’. The age distribution in both series is shown in table I. 
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The diseases treated were those infections which are commonly en- 
countered in general practice and in which it was thought that sulphonamide 
therapy would give good curative results as evidenced by: (i) improvement 
in the clinical condition within forty-eight hours; (ii) resolution of pyrexia 




















Age-group 
65 5-10 10-15 | 15-30 | 30-45 “45-60 | Over 60 
‘Bimez 26 45 6 | 14 13 | 2 | és 
Sulphadimidine 58 35 8 | 15 | 8 | 6 | 5 
84 80 14 | 29 | ar | 8s | 5 








Tase 1.—Age distribution of 241 patients included in the investigation. 


within four days ; and (iii) the absence of severe side-effects during treatment. 

The dosage of ‘bimez’ was 2 g. initially, followed by 1 g. daily, for adults; 
the corresponding dosage for sulphadimidine was 4 g. initially, followed 
by 1 g. four times daily. Both drugs were administered in suitably restricted 
amounts to children and treatment in all cases was continued until the 
temperature had returned to normal for two to three days. 


RESULTS 
In the ‘bimez’ group, 92 of 106 patients (87 per cent.) were judged to have 
shown a satisfactory response and 123 out of 135 patients (91 percent.) in the 























Sulphadimidine ‘Bimez’ 
. No. of ' 
Disease patients | Not Not 
Satisfactory | Satisfactory | Satisfactory | Satisfactory 
| | 

Tonsillitis 108 34 (90%) | 4 (10%) | 66 (94%) 4 (6%) 
Bronchitis 71 51 (88%) 7 (12%) | 8 (62%) 5 (38%) 
Pyelitis II 7(100%) | o (0%) 3 (75%) 1 (25%) 
Otitis media 26 «| 12 (02%) | 1 (8%) | 9 (69%) | 4 (31%) 
P.U.O. 16 | 13 (100%) | o (0%) | 3 (100%) o (0%) 
Acute inflammation 9 6 (100%) | o (0%) 3 (100%) °o (0%) 

Total 241 | 123 12 92 14 











TaBLe II.—Analysis of results obtained with sulphadimidine and ‘bimez’ in 241 patients. 


sulphadimidine group responded satisfactorily (table II). The success rate 
for various age-groups was similar with both drugs, but the groups were 
too small to allow conclusions to be drawn. 

Side-effects—No toxic effects such as rash or crystalluria were observed 
with either drug and the only side-effect was nausea and vomiting which 
occurred in six patients (6 per cent.) treated with ‘bimez’ and in 20 patients 
(15 per cent.) treated with sulphadimidine. 


DISCUSSION 
It would be natural to assume a similarity in the therapeutic effects of the 
two drugs, since ‘bimez’ consists of sulphadimidine, 375 mg., and sulpha- 
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dimethoxypyrimidine, 125 mg., per tablet, and this similarity is apparent 
from the results that have been obtained. A direct comparison cannot be 
made as alternate patients were not treated with each drug, the two series 
of patients having been treated consecutively. It would appear, however, 
that ‘bimez’ is as effective as sulphadimidine, whilst having some advantages 
over it. The drug only needs to be administered once daily which is a great 
convenience, particularly in children, from the point of view of ensuring 
that it is given as directed. The main advantage of ‘bimez’ would seem to be 
in the reduced incidence of nausea and vomiting during treatment. 


CONCLUSION 
Experience in the treatment of 241 patients with ‘bimez’ (a mixture of 
sulphadimidine and sulphadimethoxypyrimidine) or sulphadimidine has 
shown that both are useful drugs for treating infections in general practice 
and that ‘bimez’ has certain advantages over sulphadimidine alone. 


I have to thank Dr. Colin Downie of Imperial Chemical Industries Limited for 
his help and for supplying the ‘bimez’ tablets. 


NEW ANTITENSIVE THERAPY 


By G. KAGAN, M.D. 
Leek, Staffordshire 


I HAVE always believed that phenobarbitone is the best antitensive available 
but, because of side-effects, and the high dosages I sometimes wish to 
give, I have restricted its use and have used other drugs, notably the 
synthetic tranquillizers. 

A new drug, ‘parabal’, described as ‘detoxicated phenobarbitone’, ap- 
pealed to me because each tablet was stated to contain the equivalent of 
only 4 grain of phenobarbitone although it had the sedative effect of 1 grain. 
The actual content of each tablet is 260 mg. (4 grains) of phenobarbitone 
sodium dihydroxyaluminiumaminoacetate, which is said to be equivalent 
to 10 mg. (4 grain) of phenobarbitone sodium, combined with a glycine 
derivative. I found out that, despite the low amount of phenobarbitone, the 
effect was much better with ‘parabal’ and allowed me to reduce the daily 
intake of 3 to 4 grains (200 to 250 mg.) of phenobarbitone to approximately 
? to 1 grain (50 to 60 mg.). I have never seen any side-effects even after 
quite large doses: for instance up to 8 tablets daily (the usual dose in my 
practice is 4 to 6 tablets daily). 


CASE RECORDS 
Details of six interesting cases are as follows :— 


An unmarried, 19-year-old factory worker, had been under treatment for eight 
months for a type of insomnia characterized by the fact that she got to sleep very 
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easily, but then woke up regularly through the night every two hours. She con- 
tended that she had checked this by her bedside clock. She was not really a nervous 
type of person and was quite happy at home, and very sociable, but latterly she 
developed a complex about insomnia which had made her quite miserable. 

She had had a lot of ‘sleeping tablets’ but they did not improve her condition—in 
my opinion this was because she only took them before going to bed, instead of 
having full sedation day and night. I therefore stopped the ‘sleeping tablets’ 
altogether and put her on ‘parabal’, 2 tablets in the morning before going to work, 2 
tablets after returning from work at 18.00 hours and 2 before retiring. After a few 
weeks she settled down and now she sleeps about six hours without waking. 


The licensee of a country inn, who drinks a fair amount, consulted me on account 
of trembling in his hands, especially in the morning, and slight loss of memory. He 
asked me to help him in every way possible in order that he could carry on his 








P . No. of Dosage of Duration of 
Diagnosis ‘ ’ Results 
cases parabal treatment | 
Neurosis 4 1 tablet twice a Between 3 | Very satisfactory in 


day; exceptionally | and 5 weeks | three; slight im- 











3 a day | provement in one 
| | 
: | | : 
Menopausal syn- 4 | 1 tablet twice a day | 2 or 3 | Satisfactory 
drome | months 
° | ° . 
Acute psychosis | 2 | 1 tablet three times | 3 0r4 | Satisfactory 
after treatment in | a day reducing to | months 








mental hospital | | 1 twice a day 





TABLE I.—Summary of salient findings in ten patients treated with ‘parabal’. 


business until he reached his retiring age of 65 years. I tried several tranquillizers 
and, of course, advised him to cut down his drinking. Finally, he had phenobarbitone, 
1 grain (60 mg.) twice a day. The result was not very satisfactory so I put him on 
‘parabal’, 1 tablet three times a day. It did not help him to recover his loss of memory 
but it cured the trembling of his hands, and made him happier at home, and accord- 
ing to his wife’s statement he has reduced the intake of alcohol to about one-third. 


An unmarried 36-year-old quarry worker, who is a very heavy drinker, complained 
of sleeplessness. He was on the verge of Korsakov’s psychosis, and no persuasion 
would stop him drinking. He was turning up late for work and taking one or two 
days off work each week. He had the Mayo Clinic treatment of tranquillizers and 
heavy doping, with only a slight improvement. In sheer desperation I put him on 
the sick list and gave him 2 tablets of ‘parabal’ night and morning for seven days. 
The result of this after a fortnight was quite good. He did not stop drinking but he 
reduced it and his self-confidence returned. I am hoping to be able to reduce the 
number of tablets to 1 twice a day. 


A 46-year-old housewife, the mother of eight children, has been a heavy beer 
drinker for nine years. During this time she has given birth to two children. After 
the older children married and left home, she started to drink even more heavily 
although her income was less. She developed a ‘couldn’t care less attitude’ and 
started to neglect her home and her small children. For a fortnight I kept her heavily 
‘doped’ with meprobamate, 400 mg. twice daily, plus 4 tablets of ‘parabal’. She 
responded well and is now on I tablet of ‘parabal’ night and morning. 


A 48-year-old housewife, whose children had all left home, developed a syndrome 
of anxiety about her future in case her husband (a professional man) was unable to 
work. The result was family quarrels every day. I put her on 2 tablets of ‘parabal’ 
three times a day. After a fortnight instead of rushing about and always wanting to 
go out at nights to entertainments in order to forget her worries she is content 
to stay at home and watch television. 


ee 
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An unmarried factory worker, aged 20, had had two broken engagements of 
marriage within the last year. This upset started family trouble because her mother 
wished her to find a rich husband. To ensure a quieter household I decided to put 
the mother and daughter on to 2 tablets of ‘parabal’ three times a day. They are not 
on speaking terms at present, but the atmosphere of the house is much better and 
quieter, and I have hopes that things will continue to improve. 

Table I summarizes the salient findings in 10 other cases. No side-effects 


were encountered in any of these from the use of ‘parabal’. 


SUMMARY 
A series of difficult cases was treated with ‘parabal’, which is ‘detoxicated 
phenobarbitone’. It was found to be more effective as an antitensive product 
than phenobarbitone. At the same time there is a marked reduction in 
barbiturate intake. Even in large dosages there was freedom from side-effects, 





GENERAL PRACTITIONER 
CLINICAL TRIALS 


METHOSERPIDINE AND HYPERTENSION 


METHOSERPIDINE (‘decaserpyl’) is a synthetic isomer of reserpine for which 
it is claimed that the neurodepressant action of the latter drug has been 
eliminated, whilst the hypotensive action is retained. This trial was under- 
taken to assess the effectiveness of methoserpidine in lowering blood 
pressure and relieving symptoms in patients seen in general practice. The 
majority of cases of hypertension seen by the general practitioner are of 
the less severe essential type, often occurring in older patients. The use of 


ganglion-blocking or other potent drugs of like nature is contraindicated | 


in this type of patient but, contrary to the opinion of some, associated 
symptoms such as headache and vertigo can often be satisfactorily relieved 
by the production of moderate falls in blood pressure. An eminently suit- 
able drug for this purpose is reserpine, which is free of those side-effects 
due to postural hypotension, which so often render the use of the more 
potent hypotensive drugs an impracticable procedure for the patient going 
about his everyday life. This is a prime example of a therapeutically inferior 
drug becoming the drug of choice for use in general practice, because from 
a practical point of view the patient can continue to take it, without too 
much interference with his daily life. Reserpine, however, does suffer from 
one serious drawback, and that is the occurrence of severe depressive ill- 
ness in a proportion of patients, usually when it has been administered for 
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some months. In addition, a proportion of patients feel drowsy while 
taking it. This means that if methoserpidine is free of depressant action, as 
claimed, it would be a useful alternative to reserpine in these patients. 


SCOPE OF INVESTIGATION 
In this trial, blood-pressure recordings were taken at intervals of two, four 
and ten weeks of treatment, and for a further six weeks treatment was either 
continued with the active drug or this was replaced by a placebo. Dosage 
was adjusted to obtain the maximum fall in blood pressure consistent with 

















? | No. of 
Symptom cases 
Headache 32 
Vertigo 29 
Tinnitus 3 
Lassitude 5 
Spots before eyes I 
Dyspnoea 9 
Angina 4 
Congestive heart failure I 
Cardiac asthma I 
————— 
Cerebrovascular accident 3 
Epistaxis 3 
Subconjunctival hemorrhage I | 
None (hypertension discovered on | 
routine examination) 3 








TaBLe I.—Presenting symptoms in 55 patients 
with hypertension. 
relief of symptoms and absence of side-effects, and lay in the range of 
30 to 60 mg. daily in three divided doses. 

A total of 55 patients was treated, women outnumbering men by 2 : 1. 
Among the men the maximum incidence was in the 41 to 60 years age- 
group, whereas among the women the maximum incidence was equally dis- 
tributed between the 41 to 60 years and the 61 years and over age-groups. 
All the patients studied were cases of essential hypertension, with underlying 
chronic renal disease in one, myxcedema in one and diabetes mellitus in two. 
No cases of malignant hypertension were included in the series. The 
majority of those studied had only had a fairly short duration of symptoms 
—up to five years from the time of diagnosis—although, of course, it is 
quite unknown how long they may have had raised blood pressure before 
this. The data from the different practices was generally similar. The pre- 
senting symptoms for the whole series are shown in table I. In some cases 
more than one symptom was complained of by the same patient, and head- 
ache and vertigo were by far the commonest symptoms which led the 
participating doctors to measure the blood pressure and make the diagnosis 
of hypertension. 
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The patients were almost equally distributed between those who had not 
had previous treatment (58 per cent.) and those who had been previously 
treated with other drugs (42 per cent.). Of the previous forms of treatment 
used, reserpine was the commonest and treatment was recorded as having 
been perfectly satisfactory in 20 per cent. of these patients, partially satis- 
factory in a further 50 per cent., and completely ineffective in 30 per cent. 

The initial blood-pressure readings are an indication of the severity of 
the cases and the majority of the patients studied had systolic pressures in 






































Systolic Diastolic 
mm. Hg below original mm. Hg below original 
reading reading 
2 4 10 16 2 4 10 16 
weeks | weeks | weeks | weeks | weeks | weeks | weeks | weeks 
Dr. A. 9 6 10 +9* 7 ° 6 +9* 
Dr. B. 17 12 27 21 a 7 6 7 
Dr. C. 16 28 23 25 14 22 17 17 
De. DD. 21 30 40 2 6llClU gf 14 12 12 
Dr. E. II 17 17 15 | 9 14 20 20 
Over-all average 16 20 25 23 | 10 12 12 13 




















* Rise in blood pressure on placebo. 
Tae II.—Average fall in blood pressure following use of methoserpidine. 


the region of 150 to 250 mm. Hg and diastolic pressures between go and 
115 mm. Hg. There was also a not unimportant group, comprising 22 per 
cent. of the patients, with higher diastolic pressures between 116 and 130 
mm. Hg. 
RESULTS 

These were assessed in two ways: (i) by the actual fall in blood pressure 
achieved, at two-, four-, ten- and sixteen-week intervals; (ii) by the effect 
on symptoms. The average falls in blood pressure from the original read- 
ings for the different practices are shown in table II. The figures refer to 
the amount by which the blood pressure has fallen. In other words, where 
falls are shown at, say, two- and four-week intervals to be the same, this 
does not mean that the total fall was the sum of these two figures, but 
rather that the level in each case was so much below the original reading. 
It is seen that the results are uniform from the different practices, in that 
all doctors recorded average falls in both systolic and diastolic pressures, 
and in the majority of cases the falls were progressive over the four-month 
period of the trial. 

As the average figure will, of course, be influenced by the number of 
patients in whom there was no fall in blood pressure, for a full assessment 
of the hypotensive action of methoserpidine it is also necessary to know the 
proportion of patients experiencing a satisfactory hypotensive effect. Of all 
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the patients treated at the ten-week period, 71 per cent. had experienced a 
fall of diastolic pressure of 10 to 15 mm. Hg, and this included 37 per cent. 
of the total who had experienced a fall of 20 mm. Hg or more. These results 
would appear to indicate a true hypotensive effect. Only one practitioner 
undertook the placebo part of the trial, since the others felt that the hypo- 
tensive effect of methoserpidine was not in doubt and that they would not 
be justified in giving their patients dummy tablets. Actually, only four 
patients were treated with placebo tablets in the final six weeks of the 
sixteen-week trial period and all four sustained a rise in blood pressure 
during this period. 

Of 20 patients experiencing a fall in diastolic pressure of less than 10 
mm. Hg, or no fall at all, 12 had been previously treated and eight were 
new cases. Of the previously treated cases, such treatment had been 
successful in three, partially successful in seven and unsuccessful in two. 
It would not appear therefore that -these factors had any influence on the 
results of treatment. 

With regard to the relief of symptoms, 57 per cent. of all the patients 
obtained complete relief of symptoms as a result of treatment with metho- 
serpidine, and a further 20 per cent. obtained partial relief of symptoms. 
The summation of these two figures gives a very similar result to the per- 
centage of patients (78 per cent.) obtaining a hypotensive effect from the 
drug. These results compare favourably with the relief of symptoms ob- 
tained with previous forms of treatment in those patients so treated. 

Side-effects—The majority of patients (69 per cent.) experienced no side- 
effects at all, but 11 per cent. had to omit treatment because of the occur- 
rence of side-effects. Of these, sleepiness (16 per cent.) was the most 
important one, and the potentially serious side-effect of depression occurred 
in two cases. 

CONCLUSIONS 

It was concluded that a true hypotensive effect with methoserpidine had 
been demonstrated for periods up to four months, since satisfactorily mild 
falls in diastolic pressures were achieved in nearly three-quarters of the 
patients taking the preparation. Side-effects were relatively infrequent, 
although by no means completely absent; unfortunately, we had no similar 
figures for reserpine with which to compare these. On the whole, metho- 
serpidine was preferred to reserpine, by both patients and doctors alike, 
but the relative costs of the two preparations may have to be borne in 
mind when deciding which to use in any individual case. 


The following doctors took part in this investigation :— 
Dr. T. G. L. Bellis, Llanfairfechan, Caernarvonshire 
Dr. L. S. Henry, Trowbridge, Wiltshire 
Dr. M. C. Robson, South Shields 
Dr. R. G. Sinclair, Camelon, Falkirk, Stirlingshire 
Dr. David Wheatley, Twickenham, Middlesex 


This is Report No. 10 of the General Practitioner Research Group. 
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DISCUSSION ON SORE FEET 


April 19, 1961 


Dr. R. N. R. Grant (Workington).—Figures based on the morbidity survey 
conducted by the General Register Office in collaboration with the College 
of General Practitioners, and my own practice figures for the same year, 
show that it is wrong to equate sore feet with physically deformed feet. 
Accidental injury, including sprained ankle, and the secondary sepsis result- 
ing from injury, account for half the morbidity; half of the remainder is 
due to chilblains, tinea and hyperidrosis, which together produce ten times 
as much trouble as sore feet, hallux valgus and hammer toes. The recent 
opportunity of collaboration with a health visitor to study old people’s feet 
with a view to using the new Cumberland County Council Chiropody Ser- 
vice, revealed that about half the over-70’s have corns requiring treatment 
and that many have symptomless hallux valgus. 

Those with chilblains of the feet severe enough to be worthy of con- 
sultation are, in my experience, all women. Although obviously related to 
cold feet, chilblains cannot be caused by vasospasm, as proved by lack of 
response to vasodilators. I consider that the condition is more likely to be 
due to failure of the defence mechanism against cold, with local arteriolar 
relaxation leading to congestion in the arteriolar and capillary bed. Preven- 
tion would be achieved by better protection from the cold and more mobility 
of the toes than is provided by nylon stockings and fashion shoes. 

Hyperidrosis and tinea are essentially troubles of men associated with hot 
moist feet, and promoted by boots, particularly rubber boots and lace-up 
shoes. The troubles would be minimized by better ventilation of men’s foot- 
wear especially indoors. ‘Plantar fasciitis’ and those troubles attributed to cal- 


caneal spur may be commonly caused by putting arched feet into flat shoes f 


and flat feet into arched shoes. The common form of metatarsalgia is only 
troublesome when the feet are compressed. The only other significantly 
common causes of sore feet are sore heels, ingrowing toe-nails and teno 
synovitis—troubles which are caused or aggravated by undue pressure by 
the shoes on different parts of a possibly predisposed foot. The only reason 
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I saw one case of hallux valgus in this one year in general practice, was 
because the corn on the bunion was septic. 

In designing shoes it is clearly difficult to reconcile protection from acci- 
dental injury with freedom of pressure in any direction, adequate ventilation 
and protection from inclement weather. If we add to the criteria the desira- 
bility of acceptable appearance and ease of cleaning, present-day male 
footwear seems to be as satisfactory a compromise as possible. If any 
improvement is to be obtained, special footwear will be necessary for all 
hazardous occupations to prevent accidental injury. Where accidental injury 
is unlikely, and for use at home and in the office, it might be better to 
revert to designs based on the toe-post sandal or clog. 


Mr. W. Alexander Law (The London Hospital).—Pain in the foot may 
result from lesions in the soft or hard tissues, and may be related to the 
fore-, mid-, or hind-foot. All age-groups may develop such symptoms and 
throughout life the proper fitting of shoes and stockings is of vital im- 
portance in avoiding many troublesome complaints. 

The more important conditions which the orthopedic surgeon may be 
called upon to treat are:— 


Flat foot including peroneal spastic flat foot, claw foot and hammer toes, meta- 
tarsalgia and digital neuroma, hallux valgus and hallux rigidus, arthritis of the mid- 
and hind-foot (rheumatoid and degenerative), and post-traumatic osteoporosis 
(Sudeck). 

Painful heels, which may result from such soft-tissue lesions as fasciitis and 


bursitis, or bone conditions such as spur formation or infection—either pyogenic 
or tuberculous. 


Finally, certain skin disorders such as callus, plantar wart and ingrowing 
toe-nail may require surgical treatment, and foot pain from vascular dis- 
orders such as thromboangiitis obliterans and arteriosclerosis must not be 
overlooked. 

Treatment in these various conditions is not always surgical and invariably 
a combination of physical therapy and attention to footwear is essential. 
Medication, injections, manipulation and plaster immobilization are 
other forms of local treatment which may prove of value in individual 
cases. 


Mr. M. D. England, F.Ch.S. (London Foot Hospital).—It is important to 
note that the conditions which both general medical practitioners and 
orthopedic surgeons consider as the main causes of ‘sore feet’ do not paint 
a true picture of the situation. The great majority of people suffering from 
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minor ailments of the feet go to a chiropodist, and an average chiropody 
practice is made up of approximately 70 per cent. pressure lesions (callus, 
corns and bursitis) on the toes and plantar metatarsal area, verruce, con- 
ditions of the nails, the results of hallux valgus and ‘metatarsalgia’ in its 
widest sense. The remaining 30 per cent. are the results of severe deformity 
or systemic disease, with a fair sprinkling of children, and of pain in other 
parts of the foot. In addition, in my experience, there is an increasing inci- 
dence of foot symptoms which are emotional in origin. It is significant that 
the majority of foot troubles arise in the forefoot, and the health of the 
forefoot is largely dependent upon good toe function. One of the main 
reasons for the high incidence of minor foot conditions is that toe function 
has never properly been acquired, or has been lost or inhibited because of 
faulty footwear. 


‘GOOD’ AND ‘BAD’ SHOES 

Agreement is needed on what constitutes a ‘good’ or ‘bad’ shoe. The 
criterion should be: ‘How is it held on the foot?’. Court and casual shoes 
are bad, because they are held on by a grip between the toes and the back 
of the heel. Shoes should be held on by lace, bar or strap over the dorsum 
of the foot, posterior to the metatarso-phalangeal joints, thus giving room 
for toe function while still holding the shoe on firmly. Since women are 
likely always to follow fashion, a compromise may perhaps be acceptable 
in which, if ‘sensible’ shoes are worn for the daily round, glamour may be 
allowed in the evening or for special occasions. Although great strides have 
been made with children’s shoes, improvements are still possible. A most 
important part of foot function, the ability to abduct and plantar flex the 
great toe as a balancing mechanism, though present in the young child, is 
usually lost soon after shoes are worn. If the so-called ‘straight inner border’ 
of children’s shoes could be flared in farther still, it might be possible to 
retain this function. 

Agreement is also needed on the criterion of a ‘good’ foot. This should 
not be based on shape or on the height of arches but on the ability of the 
foot to serve its owner efficiently and painlessly. 
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CURRENT THERAPEUTICS 
CLXII.—MYDRIATICS AND CYCLOPLEGICS 


By R. J. JARRETT, M.B., B.Curr. 
Department of Pharmacology, Guy’s Hospital Medical School 


THE pharmacology of the mydriatic and cycloplegic drugs rests firmly on the 
basis of the innervation of the internal ocular muscles, which are all con- 
trolled by the autonomic nervous system. 


The parasympathetic fibres originate in the Edinger-Westphal nucleus adjacent 
to the nucleus of the oculomotor nerve and the pre-ganglionic fibres pass with that 
nerve to the ciliary ganglion in the orbit. Here they synapse and the post-ganglionic 
fibres pass to the constrictor of the pupil and to the ciliary muscle. The post- 
ganglionic sympathetic fibres arise from the superior cervical ganglion and pass 
along the internal carotid artery and its ophthalmic division to the dilator muscle 
of the pupil and to the radial fibres of the ciliary muscle. 


The parasympathetic system therefore initiates pupillary constriction and 
accommodation of the lens and these effects are mediated by the chemical 
transmitter, acetylcholine, which is liberated at the post-ganglionic nerve 
endings. Conversely, by blocking the action of acetylcholine, mydriasis and 
cycloplegia will result. As this action of acetylcholine is muscarinic in 
nature, it can be blocked by atropine and atropine-like drugs. The para- 
sympathetic system can also be blocked at the ciliary ganglion by one of the 
ganglion-blocking drugs, such as mecamylamine, but this action is of 
nuisance, rather than therapeutic, value. The chemical transmitters at the 
sympathetic nerve-endings are adrenaline and noradrenaline. Sympa- 
thomimetic drugs will produce mydriasis, but do not bring about cycloplegia, 
although they do limit the range of accommodation. 


SYMPATHOMIMETIC DRUGS 
The two drugs which are most commonly used are amphetamine (or 
hydroxyamphetamine) and phenylephrine. Both are well absorbed from the 
conjunctiva and produce mydriasis without cycloplegia. No significant 
change in intra-ocular pressure occurs following their use. 

A 1 per cent. solution of amphetamine causes complete pupillary dilatation 
in 4 to 1 hour, the effect wearing off in less than two hours in most cases. 
Phenylephrine is employed as a 0.5 per cent. to 10 per cent. solution or as a 
I per cent. to 10 per cent. emulsion, but solutions stronger than 2 per cent. 
may cause intense irritation, and a local anesthetic (other than butacaine 
sulphate) should be added if such strong solutions are found to be necessary. 

Perhaps the greatest value of these drugs, however, is in combination 
with atropine or homatropine. Such a combination allows for lower doses 
of the parasympatholytic drugs, and permits more rapid mydriasis with 
cycloplegia than otherwise attainable. Thus, 5 per cent. homatropine, fol- 
lowed in two to three minutes by 1 per cent. amphetamine and then by a 
June 1961. Vol. 186 (775) 








776 THE PRACTITIONER 





second instillation of homatropine results in a cycloplegia which reaches a 


peak in one hour and lasts only a few hours. If a 1 per cent. solution of | ™ 
atropine is used instead of homatropine, reading becomes possible again in " 
three to four days. Phenylephrine can be used in a similar fashion. , 
( 

PARASYMPATHOLYTIC DRUGS 
These drugs are much more commonly used to produce mydriasis and 


cycloplegia, and atropine and homatropine remain the favourites. Hyoscine, T 
which is very similar to atropine, has not achieved the same popularity, 


perhaps because, being more potent, it has given rise to a greater incidence r* 
of toxic effects. Both drugs can produce mydriasis either by local or systemic z 
administration, although atropine in the conventional 0.6-mg. dose, unlike - 
hyoscine, has little effect systemically (Leopold and Comroe, 1948). The or 
paralysis produced is not complete, and can be reversed by appropriate na 


doses of pilocarpine, eserine or dyflos B.P.C. ee 

The usual preparations of atropine employed are a 1 per cent. aqueous 
solution of the sulphate and a 1 per cent. ointment. When drops are instilled 
into the conjunctival sac, pressure should be exerted on the inner canthus AL 
to prevent the drug reaching the nasal mucosa, where it may be absorbed 


in sufficient quantities to cause toxic effects. This is particularly advisable ait 
in children, whether the agent be atropine or homatropine. The toxic effects 
of these drugs have recently been emphasized by Hoefnagel (1961), who 
described five new cases of systemic toxicity following atropine or homa- 
tropine eye-drops and who found reports of four fatal cases in the literature. 
There is some evidence (Walsh, 1957) that there is a particular susceptibility 
to atropine eye-drops in blonde children, those with mongoloid idiocy 
(Berg et al., 1959; Priest, 1960) and those with ‘spastic paralyses’. Repeated 
instillations of atropine may be necessary, especially in children, for cyclo- Jose 
plegia adequate for refraction. Pupillary dilatation produced by a single a 
drop of atropine in healthy eyes persists for days, often up to ten. Cycloplegia “6 
lasts for three to four days, but in the presence of inflammation, two or a 


three instillations a day may be required. p 
Hyoscine, used in small amounts because of its potency, does have 


certain advantages over atropine, particularly in children. Sorsby and his ws 
colleagues (1955) found that cycloplegia comparable with that obtained and. 
with repeated instillations of 1 per cent. atropine could be obtained bya of 2 
single instillation of one drop of 0.05 per cent. hyoscine hydrobromide. This =o. 
amounts to a total dose of 0.06 mg. of hyoscine, which is well below the safe Of 
upper limit of systemic dosage. The cycloplegia obtained was judged to be avail 
adequate by one hour, maximal by two hours and wearing off by twenty-four a 


hours. The cycloplegia remained maximal for about six hours, and the 
children were able to do their lessons again within forty-eight hours. ‘The 
chief theoretical advantage of such a regimen would be that toxicity is 
highly unlikely using such small doses. 

Another alternative to atropine, usually used for cases in which there is 
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local sensitivity to atropine and hyoscine, is lachesine chloride B.P.C. Its 
mydriatic action is slower in onset and less prolonged than that of atropine, 
reaching its maximum in about an hour and subsiding in five to six hours. 
The cycloplegic effect is about midway between those due to atropine and 
homatropine. Two drops of 1 per cent. solution is the usual dose. 
Homatropine is a synthetic drug and its parasympatholytic action is about 
one-tenth that of atropine. It has no other use outside ophthalmology. It is 
used as a 2 to 5 per cent. solution of the hydrobromide or hydrochloride. 
The chief advantage of homatropine is that the mydriasis produced is rapid 
in onset and lasts only twenty-four to forty-eight hours. The drug is there- 
fore useful when an extended period of raised intra-ocular pressure must be 
avoided and when protracted ocular effects are not wanted. It is usually 
ineffective in producing complete cycloplegia in children, but in adults 
satisfactory, yet relatively transient, cycloplegia is obtained with three or 
four drops of a 1 or 2 per cent. solution every ten minutes for one or two 
hours. Accommodation usually reverts to normal in twenty to twenty- 
four hours. 
SYNTHETIC SPASMOLYTICS 

A large number of synthetic spasmolytic drugs has been prepared and used 
as mydriatics or cycloplegics :— 

Eucatropine hydrochloride U.S.P. 

Cyclopentolate hydrochloride 

Dibutoline sulphate 

Oxyphenonium bromide (‘antrenyl’) 

Propantheline bromide (‘pro-banthine’) 

Penthienate bromide (‘monodral’) 

Tricyclamol chloride (elorine; ‘lergine’) 

Adiphenine hydrochloride (‘trasentin’) 

Hyoscine butylbromide (‘buscopan’) 


Joseph and Sorsby (1957) tested the last six of these and concluded that the 
only one which gave adequate and persistent mydriasis was penthienate 
bromide. In the case of tricyclamol, hyoscine butylbromide, oxyphenonium 
bromide and penthienate dosage was limited by the toxicity of the drug 
in all but tricyclamol, which itself was limited by poor local tolerance. 

Penthienate possessed similar properties to atropine as a mydriatic and 
was found to be an adequate substitute for atropine in the treatment of iritis 
and other inflammations of the eye. As drops, it was used in a concentration 
of 2 per cent.; as subconjunctival injections it was given in doses of 2 mg. 
in 0.5 ml. of water with 0.2 ml. of 1 : 1000 adrenaline. 

Of the other synthetic agents, eucatropine and dibutoline are not readily 
available, but cyclopentolate has proved to be of considerable value. It is 
available in this country, but does have the disadvantage of expense. 
Comparable cost price of several drugs is :— 


Atropine 15 ml. of 1 per cent. solution od. 
Homatropine 15 ml. of 1 per cent. solution 8d. 
Lachesine 15 ml. of 1 per cent. solution 1s. 6d. 
Cyclopentolate 15 ml. of 0.5 per cent. solution 1 15s. 6d. 

15 ml. of 1 per cent. solution fa 9s. Gd. 
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CYCLOPENTOLATE 
Cyclopentolate produces a rapid, intense cycloplegia and mydriasis of 
moderate duration and is therefore most useful in refraction studies. Its 
advantages are that it is effective in highly pigmented irides and in people 
of all ages. It has also been used as a mydriatic in the treatment of iritis, 
iridocyclitis, keratitis and choroiditis. No significant changes in intra- 
ocular tension have been observed following its use, nevertheless it is 
considered advisable to neutralize any cycloplegic in patients over forty 
years of age, in whom early, unrecognized glaucomatous changes may be 
present (7. Amer. med. Ass., 1955). 

For refraction in Caucasians, a dose of two drops of a 0.5 per cent. 
solution in each eye, each drop instilled at an interval of five minutes, 
produces maximal cycloplegia in adults in from thirty to sixty minutes. 
Complete recovery occurs within twenty-four hours and administration of 
one or two drops of pilocarpine reduces the recovery time to six hours. In 
deeply pigmented eyes of dark-skinned people, satisfactory cycloplegia can 
be obtained with 0.5 per cent. solution in about two-thirds of the cases. In 
the remainder, a 1 per cent. solution is usually adequate. In children, pre- 


treatment is usually unnecessary and one or two drops of 0.5 per cent. or. 


I per cent. solution at the time of examination suffices. A few children with 
very dark irides still require pre-treatment with atropine. With 0.1 per cent. 
solution, little cycloplegia results, and if miotics are used afterwards, pupil 
size returns to normal in about ninety minutes (Cher, 1959). 


SUMMARY 

Atropine, hyoscine and homatropine remain cheap and effective agents for 
most ophthalmological work; on the whole their drawbacks are minor. 

Lachesine and penthienate are also cheap and are useful in place of 
atropine or hyoscine when local sensitivity occurs. 

Cyclopentolate has many advantages, particularly for refraction in children 
and in patients with dark irides, but is very expensive. 

The sympathomimetic agents are of greatest value in conjunction with 
parasympatholytic drugs. The mydriatic which is 100 per cent. safe in the 
incipient glaucomatous eye is still awaited. 


I am indebted to Mr. J. Moore, chief pharmacist to Guy’s Hospital, for the 
information on drug prices. 
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CALLING THE LABORATORY 
XVIII._SEROLOGICAL TESTS FOR RHEUMATOID ARTHRITIS 


By H. J. GIBSON, M.D., D.P.H. 
Area Pathologist, Bath 


WITHIN the last decade the Rose-Waaler test has become established as an 
essential aid in the diagnosis of rheumatoid arthritis and related diseases. 
The early hopes that it would provide the master key to the etiological 
problem of the so-called auto-immune diseases, however, have not been 
fulfilled. It is proposed to describe briefly the history and nature of the 
reaction, in which cases it may usefully be employed and the significance to 
be attached to the results. 


INTRODUCTION 

The history of the test is unusual in that it has been discovered at least 
three times. In each case the observation was of agglutination of the sen- 
sitized sheep cell suspension (hemolytic system) used in complement- 
fixation tests. In 1922, Mayer reported that such agglutination occurred in 
hepatic cirrhosis and pulmonary fibrosis. He did*not mention rheumatoid 
disease. In 1940, Waaler described the test in detail including absorption of 
natural antibody from human serum. He concluded that, as the test was 
positive in only a very small proportion of rheumatoid cases, its value was 
small. The War supervened and this publication escaped general notice. 
Rose and his associates, in 1948, independently observed the phenomenon in 
virus complement-fixation tests on a rheumatoid patient. This time the 
observation was not forgotten and a vast literature has grown up on the 
nature of the test and its significance. 

As has been said, the original test was an agglutination reaction employing 
as antigen sheep cells to which a minute quantity of specific antibody was 
attached, the amount of the latter being well below the minimum agglutinat- 
ing dose. It was early shown that the cells were simply the inert carriers of 
the antibody globulin and indicators of reaction, that the cells of many 
other species would serve, and that the sheep is one of the less suitable 
species in view of the presence in all human serum of varying amounts of 
heterophil antibody for sheep cells. At Bath and at a number of other centres 
human group O Rhesus-negative cells have been used with a specific rabbit 
antibody for many years with complete success. An average of sixty tests a 
week are now being done without any strain on laboratory resources. 

Further work has shown that the carrier of antibody need not be a red cell 
but may be a micro-organism; indeed, the old observation of agglutination 
of streptococci by rheumatoid serum is probably an example of the Rose- 
Waaler effect. Nor need the carrier be a living particle because polystyrene 
June 1961. Vol. 186 (779) 
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latex and the powdered clay, bentonite, can also be used when human or 
bovine gamma globulin instead of antiserum is adsorbed to the particles. 
Finally a precipitation test may show the reaction between the serum 
principle (R.A. [rheumatoid arthritis] factor) and gamma globulin antigen 
(reactant) without any indicator particles. 


TECHNIQUE 
For practical purposes the techniques used are one of the following:— 

(1) The original Differential Agglutination Test (D.A.T.), in which the result is 
the ratio of the reciprocal of titre for sensitized sheep cells to that for unsensitized. 

(2) Ball’s method in which each patient’s serum is absorbed by packed sheep cells 
before testing. Absorption may have to be repeated. 

(3) The human red cell method. The essential reagent is again rabbit antibody 
globulin. Attachment to human cells eliminates the need for duplicate titration or 
absorption. Use of the same donor is possible giving uniformity of results. By this 
method it is one of the simplest tests in clinical pathology. 

(4) The Polystyrene latex method of Singer and Plotz. In this country the latex 
suspension is sensitized by bovine gamma globulin (Armour). A simple one-drop 
slide modification is marketed commercially under the name of ‘R.A. Test’. (Made 
by Hyland Laboratories, California, and imported by Baxter Laboratories Ltd., 
London Road, Trading Estate, High Wycombe, Buckinghamshire.) Agreement with 
red cell methods is close but not quite complete. 


INDICATIONS 
The cases in which the Rose-Waaler test is helpful fall into two groups:— 

(1) All arthritis cases including monoarthritis and persistent post-trau- 
matic joint pain and swelling. In orthopedic practice a diagnosis of rheuma- 
toid arthritis may be difficult to establish if only one joint or tendon sheath 
is involved. A strongly positive Rose-Waaler test is helpful. When poly- 
arthritis of rheumatoid distribution is seen a positive serological test is 
valuable confirmation. A useful rule is that every arthritic case which calls 
for an E.S.R. (erythrocyte sedimentation rate) estimation should also have 
a Rose-Waaler test. 

(2) In general medical work when one of the group of ‘collagen’ or 
connective-tissue diseases is suspected. These include systemic lupus 
erythematosus, dermatomyositis, scleroderma, polyarteritis nodosa and 
Sjégren’s syndrome. It should also be used in cases of hemolytic anemia 
and thrombocytopenia which may be atypical manifestations of systemic 
lupus erythematosus. When the test is freely offered requests soon become 
numerous, not only from rheumatologists but from the orthopedic depart- 
ment, the general medical wards and from general practitioners. 


MATERIAL REQUIRED 
Clotted blood (5 ml.) should be sent to the laboratory, with brief notes of 
the distribution of joint disease, its duration, the presence or absence of 
fever or of any associated lesions of skin, viscera or serous membranes. 
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Aspirated joint fluid, if available, should always be tested by the Rose- 
Waaler method. If arthritis is accompanied by signs and symptoms sugges- 
tive of systemic lupus the L.E. (lupus erythematosus) cell test may be 
combined with the Rose-Waaler test. For this purpose 10 to 15 ml. of blood 
should be placed in a screw-cap bottle containing wire spirals or beads. This 
outfit may be obtained from the laboratory or improvised by placing two or 
three large wire paper-clips in a plain bottle. Blood is shaken while clotting 
takes place and the defibrinated sample is sent to the laboratory for incuba- 
tion, centrifugation and preparation of a film for L.E. cells from the 
leucocyte layer, the supernatant serum being used for the Rose-Waaler test. 


PRINCIPLES OF THE TEST 

The underlying principles of the test as outlined are obscure. The R.A. 
factor of the patients’ serum has been shown to be a gamma globulin of high 
molecular weight. The antigen or reactant which interacts with the Rose 
factor is also a gamma globulin which may be derived from many species, 
including man, and may even come from the patient’s own serum. Although 
the reaction has many characteristics of an antigen-antibody reaction, and 
the terms Rose antibody and antigen are used, there is no proof that it is in 
fact a true immunological reaction. Absorption of antibody by antigen is 
very difficult. The most generally accepted hypothesis is that gamma 
globulins of many species share common antigenic groups which are exposed 
by heating, by specific interaction with the surface of an antigen, or by 
non-specific adsorption on to a particulate surface such as bentonite or latex. 
The R.A. factor of the patient’s serum appears to react with these common 
antigenic groups. There is much evidence therefore that the reaction shows 
the presence of an antibody to antibody protein modified by attachment to 
an antigen or in the other ways mentioned. It is more probably a by-product 
of the pathological process underlying the connective tissue diseases than an 
etiological factor in causing them. As studies of family groups and population 
surveys show that the serum factor is present in relatives of rheumatoid 
patients more often than in others, it may be part of the genetic background 
or constitution of the rheumatoid state. 


INTERPRETATION OF RESULTS 

The end titre usually regarded as positive in direct hemagglutination tests 
is 1 in 32 or higher. A differential titre of 1 in 16 is positive in the original 
method. The latex test usually employs a single dilution and the result is 
reported as positive or negative with an indication of the intensity of the 
reaction. The test is positive in over 70 per cent. of patients with rheumatoid 
arthritis by any satisfactory technique, whilst the incidence in other hospital 
patients is less than 4 per cent. The fact must be emphasized that the test 
may be repeatedly negative in true rheumatoid arthritis confirmed his- 
tologically and observed clinically over a long period. 
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In a series of 116 Rose-negative cases repeatedly tested for periods of up to three 
years, 36 per cent. were converted to positive. A similar series of Rose-positive 
cases became negative in 8.5 per cent. of cases over the same period. 


Treatment with steroids or gold has no constant effect on the test result. 
In the presence of subcutaneous nodules the test is positive in practically 
100 per cent. of cases. 

It used to be said that the test only becomes positive in established cases 
after six to twelve months, but all workers in this field can cite cases in 
which a positive serological test har antedated the development of clinically 
typical disease or appeared simultaneously with it. It is never too early to 
request a Rose-Waaler test in joint disease. 

There is no precise correlation between the activity of the disease and the 
strength of the serological reaction. The tendency is for the test to become 
negative as the disease burns itself out and this is seen in a broad statistical 
correlation between blood sedimentation rate and Rose-Waaler titre. The 
suggestion has been made that persistently negative cases have a better 
ultimate prognosis than others. In individual cases, however, any prognosis 
based on the serological results would be very unreliable. 

In Still’s disease the incidence of positive results is lower, being about 
30 per cent. The test is negative in acute rheumatism, osteoarthritis, gout, 
ankylosing spondylitis, Reiter’s disease and infective arthritis. Figures for 
systemic lupus erythematosus vary with the degree of articular involvement 
and so with the source of the cases. If the cases are unselected, as in general 
medical wards, and are without prominent arthritis, the Rose-positive 
incidence is about 40 per cent. When cases present with arthritis a higher 
incidence is found. 


Of 53 confirmed cases seen in Bath, many at the rheumatism hospital, the test 
Was positive in 71 per cent. Some of the highest titres found were in systemic 
lupus erythematosus. 


In non-rheumatic conditions positive results are seen in liver disease of 
many kinds, usually associated with jaundice which may be infective, toxic 
or obstructive. Some 20 per cent. of jaundice specimens have given positive 
results. Other non-rheumatic conditions in which the test is positive in a 
low proportion of cases include glandular fever and other virus infections, 
amyloid disease, sarcoidosis, Hodgkin’s disease, ulcerative colitis: in fact, 
in any disease which is associated with hyperglobulinemia. If the clinical 
and laboratory aspects of the case are closely correlated such false positive 
results rarely give rise to confusion. 

In conclusion it may be mentioned that apart from being a useful tool in 
clinical diagnosis the Rose-Waaler test is a symbol of one of the fertile 
growing points of medicine, a tiny breach in the wall of our ignorance 
surrounding a wide field of human pathology. 
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PRINCIPLES OF REHABILITATION 
VI.—AIDS TO PERSONAL INDEPENDENCE 


By W. RUSSELL GRANT, M.R.C.S., L.R.C.P., D.PHys.Mep. 


Director, Department of Physical Medicine, Royal Hampshire County Hospital, 
Winchester, and Winchester Group Agricultural Rehabilitation Unit 


INDEPENDENCE in feeding and ‘toilet’ is vitally important and must be 
attained whenever possible since patients who achieve this independence 
do not require round-the-clock supervision. 


FUNCTION OF THE UPPER EXTREMITY 

Difficulties met with in regard to feeding occur with conditions affecting the 
upper extremity, and a brief survey of its movements and function may 
therefore be useful. 

. It should be remembered that movements and muscle power in the 
fingers and thumb are all-important as these determine the power and 
usefulness of the grip. Movements of the shoulder and wrist and pronation 
and supination of the forearm all help in obtaining the optimum angle of 
approach of food to the mouth; finally and equally important is the function 
of the elbow-joint which varies the distance between the hand and the mouth. 
Apart from the movement and function of the upper extremity, one must 
not forget the value of a freely mobile cervical spine since, if the food or 
drink cannot be brought near enough to the mouth by the upper extremity, 
considerable help can be given by bringing the mouth nearer the food by the 
cervical spine and upper dorsal spine movement. 

In the main, difficulties in feeding occur in the following situations :— 


(i) Loss of sensation of position and touch 

(ii) Lack of accurate movement control 

(iii) Loss of ability to vary distance of hand to mouth 

(iv) Loss of ability to vary angle of approach of article held by the hand 
(v) Loss of mobility in the cervical spine 


DRINKING UTENSILS 
Drinking utensils vary according to the degree of handicap of the upper 
extremity and consist of two main classes :— 


(1) Stationary type where the container for the liquid is not lifted by the patient, 
and consists either of a polythene drinking straw or a tilting platform carrying the 
utensil which the patient tilts by head and neck movement. 

(2) In this class, the container is mobile and of three main types :— 

(a) The familiar feeding cup which is of considerable aid when the patient has 
any marked degree of tremor or incoordination, since the spout is of assistance in 
aiming the liquid into the mouth. 

(b) The obliquely fashioned plastic drinking cup which is used with the tilted side 
sloping towards the patient; this is obtainable from most chemists and is known as a 
‘doidy’ mug. 

(c) The two-handled cup which, of course, helps in any case of unsteadiness by 
the extra control afforded by both hands. 
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FEEDING 
This action requires the cutting, or breaking, up of solids or semi-solids 
into portions of suitable size to be conveyed on a spoon or fork into the oO 
mouth. In normal circumstances, this consists of one hand using a fork to Ci 


hold the meat or other substance, while the other hand draws the knife th 


” 
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Fic. 1.—This knife has four short prongs Fic. 2.—Plate fitted with a clip-on plastic 
which may be used instead of the more bunker. 
orthodox fork by reversing the knife. 


across. This, of course, necessitates a reasonable grip in at least the cutting 
hand. In the case of the common disability met with in hemiplegia where 
there is only one hand available, the cutting of solid substances cannot be 
achieved by drawing the knife across as there is no hand to anchor the food. 
Cutting, however, can be achieved by using a ‘Nelson’ type knife (fig. 1). 


This knife is constructed with a blade which ends by being rounded through a 
quarter of a circle of approximately 14 inch (4 cm.) radius, and the convex side of 
this blade is the sharp portion. Cutting is achieved by pressing the blade on to the 
solid to be cut with the handle of the knife held vertically. The handle is then 
depressed through an arc of nearly 90° causing the rounded sharp edge of the blade 
to cut through the food. the 


Certain substances are not readily conveyed to the mouth by a fork and | Mo 
need a spoon. Gathering such foods on to the spoon is easy if the other | the 
hand is there to hold a fork against which the food can be trapped. Patients | mor 
with only one hand functioning find it extremely difficult to catch substances | 5S 
such as slippery portions of peach slice, and the plate with a vertical rim | and 
is of great assistance. Unfortunately, most such plates have either ‘dog’ | und 
or ‘baby’ written on the bottom of them and emphasize the patient’s (i) 
handicap in a somewhat unkind way. A much more acceptable form is the | T 
clip-on plastic bunker which will fit on to any normal plate and is fixed 
on to the side opposite to the hand which wields the spoon (fig. 2). 





Fic. 





(2) 
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It has been assumed so far that a patient is able to get food to the mouth 


ids with a normal spoon or fork. If, however, there is stiffness in the elbows 
the or shoulders, combined with stiffness in the neck (i.e. so that the head 
to cannot be brought near to the utensil), then it may be necessary to increase 


Life the length of the handle. 
LAVATORY FACILITIES 

It is not sufficiently appreciated how embarrassing it is for a person to be 
dependent upon the help of others for the evacuation of bowels and 
bladder. Approximately a thousand times a year such an individual is 
subjected to the indignity of asking somebody else to help, and in my 
experience no other form of inde- 
pendence is more appreciated by 
patients than in this matter. It is 
important to remember that failure 
to achieve independence in this will 
more strictly limit the amount the 
patient can be left unattended than 
is the case with feeding. Such a 
situation, if not dealt with early, 
is likely to deteriorate to such an 
extent that the patient requires 
round-the-clock attention. If this 
happens, a serious financial load 
will be added to the already heavy 
burden of looking after the patient, 
due to a wage-earning member of 
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ents more widely spread. 

nces Such independence requires that patients can get ‘there’ and ‘back’ 

rim | and can also clean themselves after toilet. It is helpful to consider cases 

dog’ | under three headings :— 

ont’s (i) ‘Frail’ ambulant; (ii) Chair-fast; (iii) Bed-fast 

.the | There are three types of receptacle :— 


axed (1) Those used in the bed, such as bedpan, bottle. 
‘ (2) Those used alongside the bed, such as the commode and chamber pot. 
(3) Those used in the appropriate room in the house, such as the W.C. or ‘Elsan’. 
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(It is not intended in this article to deal with personal appliances, of which 
many have been designed and manufactured, but most of these are ex- 
tremely unpredictable and unreliable.) 

In the case of the frail ambulant, these people require :— 

(a) Easy access to a W.C. on the same level as the sleeping and living accom- 
modation. 

(b) They may require aids to get on and off the seat, such as a raised toilet seat 
and suitable wall bars or arm-rests (fig. 3). 

(c) Aids to cleaning the perineum. 
Chair-fast patients may well require all these aids and, in addition, if their 
upper extremities are weak, they may require extra rails or a hoist to get 
from chair to toilet and back. 

In the case of males, the provision of some piece of aluminium guttering 
of sufficient length to reach into the receptacle when the patient is sitting 





Fic. 4 


Fic. 4.—Shows the arrangement of 
the gutter and flushing pipe for 
the stand-up type of urinal. 


Fic. 5.—Shows a useful arrangement 
of bed with raised bedpan type 
of commode, on one side, and 
chair with arm in chair-loading 
space on the other side, all 
conveniently accessible by , 
means of the chain hoist. Fic. § 





in his chair will often be of much greater help than the elusive, difficult to 
clean, and sometimes fragile bottle. For some extraordinary reason, the 
stand-up type of urinal always appears to be about six inches (15 cm.) 
higher than the rest of the floor, rendering access by a wheel-chair im- 
possible. We have overcome this in one rehabilitation home by a piece of 
guttering attached to the end urinal at a convenient height and angle for a 
wheel-chair (fig. 4). The guttering is shaped to slope downwards towards 
the urinal and at the higher end is arranged a piece of }-inch (6 mm.) bore 
tubing which, by being attached to the main flushing pipe of the urinal, 
effectively keeps the guttering clean since it flushes every time the main 
unit flushes. 

Certain chair-fast cases and bed-fast cases can only be manceuvred over 
the appropriate article by means of a hoist and slings. We find that the 
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high-thigh and high-chest slings are the most suitable for this as they 
allow the clothing to be adequately adjusted. The deck-chair type of sling 
is obviously unsuitable. Another point to be remembered is that certain 
people are able to approach the pedestal in their chairs and slide forward, 


‘cos Maio 


a : 
= oma 


(a) 
Fic. 6.—{a) Points to be noted here are the position of the overhead ropes, the right- 
angled hand-grips on either side of the W.C., and the ordinary low-level seat but with 
additional four-inch higher raised seat, folded back out of position. (b) Showing seat 

in position for use. 








sitting on the seat back-to-front. This avoids the normal 180° rotation 
required. 

Suitable patient-operating hoists have been described in a previous 
article in this series (March 1961, p. 391). I am, however, including a new 
arrangement whereby elongation of the track to either side of the bed 





Fic. 7.—Double-handled tongs for perineal toilet. 


enables the patient to get either on to a chair or on to the commode, as 
necessary (fig. 5). 

There is one other method which I have seen used very effectively by 
chair-fast patients with strong upper extremities. 


_ Suspended from the ceiling of the lavatory are two loops of strong rope arranged 
in such a position that they hang just above shoulder height for the chair patient 
(fig. 6). Suitable patients cross their arms; grip these ropes, and then by pulling 
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hard enough to lift the trunk and seat off the wheel chair and ‘unwind’ through 180° 
and take up the position facing the correct way over the toilet seat. 

If expense is no object, it is possible to arrange suitable angled sprays and 
hot-air ducts so that the cleaning of the perineum can be effected without 
use of the hands. It is usually more practicable, however, to help people who 
have difficulty in this respect by instructing them in the use of either paper 
or cotton-wool, held in an old pair of Cheatle-type forceps, or, if they have 
not sufficient power or movement to use these, by one of the double-handled 
operated light tongs (fig. 7) which can be obtained on a doctor’s recom- 
mendation from the Ministry of Labour, Training Department T.5A, 
Ebury Bridge House, Ebury Bridge Road, London, S.W.1. 

Needless to say, careful thought will have to be given to the design of 
clothes which are easy to manipulate. Generally speaking, trousers require 
more skill than skirts and the handicapped Scottish male patient will have 
an advantage over the Sassenach. 





REVISION CORNER 
PRICKLY HEAT 


PrIcKLY heat, miliaria rubra, is the commonest member of the miliaria 
group of diseases which are manifestations of eccrine sweat-pore occlusion 
and secretion of sweat into the skin. The miliarias are most often encoun- 
tered in the tropics, but may occur in certain circumstances in temperate 
climates. They may arise on a normal skin or on one damaged by some 
dermatosis. Miliarial eruptions may be localized or generalized, but the 
face is seldom affected and the palms and soles never. 


TYPES OF MILIARIA 
The varieties of miliaria are distinguished by the sites at which the sweat 
escapes from the sweat duct into the skin. In miliaria crystallina the sweat is 
trapped in the stratum corneum; in miliaria rubra and miliaria pustulosa 
the sweat escapes into the middle of the epidermis, and in miliaria profunda 
the sweat collects in the upper dermis. 

Poral closure may be produced by a variety of minor injuries to the 
epidermis, the commonest being prolonged maceration by the sweat itself. 
The exact sequence of events is still not clear, but it seems that the first 
change may be plugging of the distal sweat pore with Schiff-positive, 
diastase-resistant material; the stoppage is secured by the development of 
hyperkeratotic and parakeratotic plaques and plugs and, finally, degenera- 
tion of the epithelial sweat-duct unit may take place in some cases. The 
skin soon returns to normal provided the trauma is not continuous or 
repeated. 


MILIARIA CRYSTALLINA AND MILIARIA PUSTULOSA 
Miliaria crystallina is a disease of no importance and requires no treatment. 
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It is usually seen in febrile patients in hospital who produce a symptomless 
rash, on the trunk or limbs, of small discrete, very superficial vesicles that 
look like raindrops and quickly rupture. The same phenomenon may be 
seen on a freshly sunburnt skin after exertion enough to cause sweating. 

Miliaria pustulosa is usually a complication of some existing dermatosis 
such as atopic, contact or seborrheic dermatitis, or miliaria rubra. The 
lesions, which are often found in the flexures, are discrete, superficial, non- 
follicular pustules. Itch is always a feature and is exacerbated by sweating. 
Miliaria pustulosa is commonest in summer but may occur at any time in 
association with prolonged profuse sweating. The pustules are sterile or 
contain only non-pathogenic micro-organisms and probably arise as a 
foreign-body reaction to retained sweat. 

MILIARIA RUBRA 
As already mentioned, miliaria rubra, prickly heat, is the commonest of the 
sweat-retention diseases. The lesions are little red papules on an erythema- 
tous background. They always remain discrete and are not related to the 
follicular openings. Papulo-pustular and papulo-vesicular lesions and 
vesicles of the miliaria crystallina type may be found among the papules. 
Any area except the palms and soles may be affected, but the face is rarely 
attacked, and the rash may be localized or generalized but is usually sym- 
metrical. Sites of election are the flexures of the knees and elbows, the back 
and sides of the trunk, the abdomen, and areas subject to pressure or 
friction by clothing. After a stimulus to sweating the affected skin does not 
remain dry as it is rare for all the sweat pores to be blocked, but there may 
be obvious compensatory sweating on the face. 

‘Prickly heat’ describes the symptoms exactly and the burning, pricking 
sensation is worsened at once by sweating induced by exertion or by increase 
in temperature or humidity. Humidity is a most important factor as it slows 
the evaporation of sweat. 

Miliaria rubra occurs most often in white people in the tropics but may 
occur in any geographical area provided the environment is right: that is if 
there is prolonged profuse sweating in hot and humid conditions. It may 
appear shortly after a person’s arrival in the tropics or only after months, but 
the attack is always preceded by several days of high environmental tem- 
perature and consequent sweating. Onset and exacerbation are also related 
to the amount of physical energy expended. Symptoms quickly abate in a 
cool environment and the rash disappears in a few days. Over 50 per cent. of 
white people are affected, mildly or severely, with prickly heat at some time 
during a stay in the tropics. The native inhabitants are much less liable to 
attack but will produce the disease if the proper chain of circumstances is 
provided. 

Miliaria rubra occurs in temperate climates if a tropical environment is 
reproduced. It may be found in those who, like stokers or deep-level miners, 
do heavy manual labour in a hot and humid atmosphere; and it may occur 
in overclad infants or as a complication of some dermatosis. 
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MILIARIA PROFUNDA 

Miliaria profunda may develop in cases of chronic or recurrent generalized 
miliaria rubra. The lesions are multiple discrete papules, the colour of 
normal skin, that do not itch but visibly enlarge after any stimulus to sweat- 
ing. Pricking a papule may show that it contains free fluid. The skin is 
generally dry because the majority of the pores are closed off, but there is 
often profuse compensatory sweating from the face, hands, feet and axillz. 
The application of anhydrous lanoline unblocks the pores and allows free 
sweating from the treated area. 

Once miliaria profunda is established, exposure to high temperatures may 
cause symptoms of tropical anhydrotic asthenia, or heat exhaustion, to 
develop. Sufferers tire easily, are drowsy, irritable, cannot concentrate and 
lose their appetite. Exertion enough to cause sweating brings on signs of heat 
intolerance with fever, increase of pulse and respiratory rates, palpitations, 
nausea, polyuria and even collapse. 

Miliaria profunda is persistent in the tropics, but the skin returns to 
normal after a month or two in a cool climate. 


DIAGNOSIS 
The primary miliarias are characterized by a papular, vesicular or pustular 
rash whose signs and symptoms are immediately aggravated by sweating or 
the stimulus to sweating. The lanoline test may be used in the investigation 
of cases of miliaria profunda. Another test for miliaria is the intradermal 
injection of 1 ml. of 0.01 per cent. atropine solution. Heating or exercise 
flares the rash except in the treated area where the sweat glands are 
inactivated. 

TREATMENT 
Treatment and prophylaxis of miliaria are essentially the same. There are as 
many remedies for prickly heat as there are for warts. The only one that 
works is the avoidance of continuous sweating by reducing bodily exertion 


to the minimum and by diminishing atmospheric humidity. Fans help to | 


reduce humidity and increase the evaporation of sweat, but air-conditioning 
is vastly better. A most important observation is that people who can spend 
eight hours a day in an air-conditioned atmosphere may exert themselves in 
tropical conditions for the rest of the time with relative impunity. An air- 
conditioned bedroom is the obvious answer for those who can afford it. 
Clothing must be light and loose and the skin must not be further 
macerated by too much bathing or irritated by overuse of cleansing agents 
or by topical applications. Simple dusting powders are usually well tolerated, 
but ointments or wet or occlusive dressings are liable to make matters worse. 
Drugs such as atropine must not be used as they may lead to heat in- 
tolerance and collapse. There is no clear evidence that reduction of fluid 
or of salt intake will affect the liability to miliaria. 
; JaMes MARSHALL, M.D. 
Department of Dermatology, University of Stellenbosch, South Africa. 
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NOTES AND QUERIES 


Plantar Warts and Callosities 
Query.—i have a man of 43, who is a farmer 
and wears rubber boots. He has a single 
wart beneath the left fifth metatarso-phalangeal 
joint, and the rough ground he has to tread 
makes very painful going. It has been curetted 
several times, treated with x-rays, and anointed 
with 5 per cent. formalin and 12 per cent. 
salicylic acid—it continues to thrive. What else 
can be done? 

In Norfolk, this is not an infrequent problem 
among the agricultural community. 


RepLy.—The history of this case and the age 
of the patient raises the possibility that the 
lesion is a callosity and not a plantar wart. The 
differential diagnosis can be exceedingly diffi- 
cult as some callosities have a deeply pene- 
trating spur which may contain small blood 
vessels. When pared down, these blood vessels 
may bleed in just the way the vessels to the 
finger-like processes of a wart do. One can 
usually distinguish the callosity by its uniform 
translucency when pared down and the fact 
that it is not tender on lateral pressure but only 
on pressure over a bony point, but in a few 
cases histological examination may have to be 
carried out to settle the doubt. 

If the diagnosis is that of callosity, an effort 
to move the weight-bearing from the fifth 
metatarso-phalangeal joint is the logical treat- 
ment. This is really an orthopedic problem 
but can be done by raising the outer side of the 
sole of the shoe, or temporarily by a sponge- 
rubber ring applied around the callosity. 

If the diagnosis is truly that of plantar wart, 
a last determined effort to remove it thoroughly 


‘ by curettage under general anesthesia, followed 





by cauterization of the base, would be worth 
while. There are, however, a few individuals 
who appear to lack all natural immunity to the 
wart virus and in whom all efforts seem to fail. 
If the wart recurred yet again after wide removal, 
then I would recommend palliative treatment 
with applications of 10 per cent. salicylic acid 
in soft paraffin. 

I. B. SNEDDON, M.B., F.R.C.P. 


Bromidrosis 

Query.—A recently recruited but otherwise 
very satisfactory member of my staff is afflicted 
with offensive-smelling foot perspiration. I 
should be grateful for expert advice, as treat- 
ment has not been successful. 

RepLy.—In young persons particularly, insta- 
bility of sweat-gland function leading to 


localized hyperidrosis of the feet, palms, and 
axilla, depends chiefly upon emotional stimuli 


or nervousness and mostly adjusts itself in time. 
Malodorous sweating (bromidrosis), which 
generally is associated with hyperidrosis, is 
intrinsically an apocrine-gland dysfunction, 
though sometimes the fcetor is simply from 
chemical decomposition of eccrine sweat re- 
tained in covering articles. . 

Common-sense hygiene can achieve much if 
carried out regularly and intelligently. Shoes 
with crépe or rubber soles must be avoided and 
leather sandals worn whenever possible. Prob- 
ably most helpful are foot baths twice daily for 
ten minutes in 1 : 5000 potassium perman- 
ganate, followed by a dusting powder containing 
3 per cent. aluminium chloride, 3 per cent. 
salicylic acid, and 10 per cent. powdered alum. 
Otherwise, a lotion consisting of 5 per cent. 
tannic acid or 5 per cent. zinc sulphate, in 
70 per cent. alcohol, can be dabbed on after 
wiping the skin dry. A stronger application of 
more lasting effect (to be used less often) is 
25 per cent. aluminium chloride in water. 
Since this solution is acid no soap should be 
used before it is applied and the covering 
should not be allowed to become wet with it. 
The possibility of contact dermatitis from these 
chemicals must be remembered. 

Anti-sweating drugs, such as methanthe- 
linium, give relief in some patients but in 
others the side-effects (dry mouth and nose, 
bitter taste, nausea) are more disagreeable than 
the hyperidrosis. More helpful as a rule are 
small doses of amylobarbitone or pheno- 
barbitone. 

Fractional x-ray treatment cannot be recom- 
mended because of the risk, the margin being 
so slight between the dose which inhibits the 
function of the sweat glands and that causing 
permanent damage to the whole of the irradi- 
ated skin. 

E. W. Prosser THOMAS, M.D. 


Incontinence Following 


Prostatectomy 

Query (from a reader in U.S.A.).—I have a 
70-year-old man with a most distressing prob- 
lem. He had a transurethral resection of the 
prostate five years ago which left him with a 
stress incontinence. Recently he underwent a 
tubularization procedure on the neck of the 
bladder in an effort to regain continence. This 
has failed but now his penis has shrunk to such 
a degree that when flaccid it is no longer big 
enough to fit into a leg urinal that he wears. 
I do not believe that the operative procedure 
had much to do with this. Can you suggest any 
drug or hormone or vaso-active drug that 
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might increase the flaccid length or volume of 
his penis so that it will stay in the urinal? 


Rep_y.—The treatment of incontinence after 
any form of prostatectomy is extremely difficult. 
I do not quite understand what tubularization of 
the bladder neck means but the most usual 
operative procedures are plication of the urethra, 
and these are by no means universally successful. 
I cannot suggest any drug or hormone which 
might increase the length of the penis, in order 
that it might fit in the urinal. I wonder if an 
incontinence clamp has been tried; if not it 
should be. 

A. W. BADENOCH, M.D., CH.M., F.R.C.S. 


Malaria Prophylaxis 

Query.—A family of two adults and one baby, 
aged 24 months, is going to Lagos, Nigeria. 
I have been asked what prophylactic this family 
could take against malaria. Should the baby be 
vaccinated against yellow fever? Would any 
risks be involved? 


Rep_y.—The commonest malarial prophylactics 
used by adults are chloroquine, proguanil and 
pyrimethamine. Chloroquine is taken in doses 
of 300 mg. base weekly, proguanil in doses of 
100 mg. daily and pyrimethamine in doses of 
25 mg. weekly. All these doses should be started 
on entry into the malarial area and continued 
for two weeks after leaving it. Variations on the 
duration of drug administration after leaving 
the area are possible on theoretical grounds but 
for convenience it is best to make such periods 
uniform. 

As chloroquine and proguanil are bitter- 
tasting substances and pyrimethamine is taste- 
less, the latter is usually preferred for infants 
and children. The recommended dosage for 
those under five years is 6.25 mg. and for those 
of 6 to 12 years 12.5 mg. weekly. Several 
tragedies have occurred as a result of children 
eating pyrimethamine as sweets. It is important 
therefore to keep it where they have no access 
to it. 

Persons of all ages are legally required to 
have been vaccinated against yellow fever as a 
condition of entry into Nigeria. There is a very 
small risk of encephalitis occurring following 
such vaccination in young infants but this is a 
risk which must be taken if the infant is to enter 
Nigeria. 

Proressor A. W. WoopRUFF, M.D., 
F.R.C.P., D.T.M. & H. 


Epilepsy and Driving 

Query.—I should be most grateful for advice 
on the following case in my practice. It is the 
common vexed problem of the epileptic driver. 
He is a man of 29, who is a mechanic in a local 
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garage. He had two or three fits in the army 
while doing National Service and then two fits 
following his return to civil life and while he 
was having no treatment. This would be during 
a period of about three to four years. He was 
investigated and his attacks were ascribed to an! 
infrequent idiopathic epilepsy. 

He has not had a fit since August 1958, 
when he started on phenobarbitone, 4 grain 
(30 mg.) twice daily. He did not declare any 
history of fits on his driving licence application 
and his employer did not know about it, until 
he accidentally discovered it the other day. He 
has now stopped him driving and reduced his 
pay, unless he can produce a medical certificate 
that he is fit to drive. Can I give him this? 


Rep_y.—From the information supplied it is 
difficult to give clear-cut guidance on this 
many-sided problem. The doctor has a duty to 
the public as well as to his patient. The ethical 
problem ‘should a doctor tell’ does not arise— 
that is already known to the man’s employer— 
and enables him to consider the problem only 
as it affects the livelihood of his patient and the 
possible risks to members of the public. 

The British Medical Association Memo- 
randum on ‘Medical Standards for Road, Rail 
and Air Transport’ (approved by Council, 
March 1954), paragraph 48, on ‘Epilepsy’, 
categorically states: 


“The Committee is in no doubt that anyone known to 
be the subject of epileptic fits, whether grand mal or; 
petit mal, should not drive any type of vehicle’. 


Dr. L. G. Norman, Chief Medical Officer, 





London Transport Executive, in the second 
Milroy lecture for 1960, ‘Medical Aspects of 
Road Safety’, as reported in the Lancet of 
May 14, 1960, p. 1042, made the following 
statement under the heading ‘Epilepsy’: 


‘The World Health Organization (1956) recommended { 
that applicants who gave a history of any form of epilepsy 
should not be permitted to drive. The present tendency 
is to relax this ruling, but only in respect of private car 
drivers. In Britain it is generally held that an epileptic 
who remains under observation or treatment, and w 
has been free from attacks for at least three years, may 
drive a private car although not public-service or com- 
mercial vehicles’. 


Assuming that the ‘infrequent idiopathic 





epilepsy’ was of a minor degree and provided 
the doctor can satisfy himself that his patient 
has not had a fit since August 1958, and that 
he is continuing under observation or treatment, 
I am of the opinion that he, the doctor, could 
conscientiously issue a certificate as to the 
man’s fitness to drive a private vehicle in 
respect of his previous epileptiform attacks. 
CHARLES H. JOHNSON, T.D., 
M.R.C.S., L.R.C.P. 


Disinfection of Instruments 
Query.—‘Sudol’ has been advocated as the ideal 
instrument solution. Would you endorse this 
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PRACTICAL NOTES 


view? If not, would you kindly recommend a 
solution which is effective in keeping instru- 
ments sterile and which does not corrode them, 
or damage cutting edges? 


Repty.—‘Sudol’ is not the ideal disinfecting 
solution for instruments because it cannot be 
relied upon to kill bacterial spores. Spores are 
difficult to kill by chemical means but the best 
disinfectant for this purpose is formalin. Various 
preparations containing formalin have been 
recommended but one which has been personally 
tested and found effective is 10 per cent. formalin 
and 0.1 per cent. borax in propyl alcohol. 
Immersion for a minimum of one hour is 
required to kill spores. The solution is not un- 
pleasant to handle and does not corrode metal. 

W. D. Foster, M.p. 


Swimming Pool Hygiene 
Query.—I recently acquired a concrete swim- 
ming pool approximately 20 ft. x 9 ft. and 
4 ft. 6 inches deep (6 x 2.8 x 1.3 metres). Once 
the pool is filled the water is static and has to 
be emptied by means of a small electric pump. 
The pool will be used only by my own family 
and personal friends. I should like to know:— 
(1) Whether chlorination is essential. 
(2) If not, how often should the water be 
changed. 
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(3) If chlorination is essential, the method and 
properties to be used. 


Rep.y.—This is a small swimming pool with a 
water capacity of just over 5000 gallons. With 
such a relatively smali quantity of water the 
pool will have a varying bacteriological content 
according to the amount of use, weather con- 
ditions and pollution from outside sources. 

(1) In view of the restricted use I would say 
‘No’ unless frequent changing of the water is 
impossible. 

(2) This depends entirely upon the frequency 
of use. The quantity of water is not large for a 
swimming pool and emptying, cleansing and 
refilling should not be difficult. In any event 
the bath should be emptied every week, 
scrubbed out and refilled with mains water. 

(3) The simplest way to chlorinate would be 
by the manual addition of sodium hypochlorite 
(e.g. ‘chloros’, ‘domestos’, or ‘voxsan’) to the 
water and stirring with a clean paddle so as to 
ensure even distribution. Daily tests are recom- 
mended with a simple colour testing outfit such 
as a Lovibond comparator or a ‘chlorotex’ 
outfit to ensure that the residual chlorine figure 
is between the limits of 0.2 to 1 part per million. 

On balance, I think it would probably be more 
economical and less troublesome to empty and 
refill this small swimming pool at frequent 
intervals but would suggest an informal ap- 
proach to the local health department for detailed 
advice. 

E. GorDON WALLACE, M.B., CH.B., D.P.H. 


PRACTICAL NOTES 


Treatment of Gout 


THE use of sulphinpyrazone in the routine 
management of patients with gout is recom- 
mended by C. Lucey (Irish Journal of Medical 
Sciences, March 1961, p. 113) who has found 
it the ‘most effective uricosuric agent at present 
available’. In five patients with progressive 
primary gout, four of whom had not benefited 
from various previous forms of treatment, 
‘gratifying results’ were obtained. Three patients 
were severely disabled due to chronic gouty 
arthritis, and in one of these, a man aged 72 
years with a family history of the disease who 
had suffered severely from it for thirty-four 
years and was unable to move without the aid 
of two sticks, improvement was ‘dramatic’: 
after eight weeks he was able to discard his 
sticks and in three months he felt ‘able for a 
five-mile walk’. Apart from a few minor attacks 
during the first two weeks of treatment, which 
responded to colchicine, he showed no side- 
effects, and side-effects in two other cases 
(edema of the ankle in one and a transient 
petechial rash in the other) were minimal. 


Initial dosage was 50 mg. six-hourly with meals, 
‘increasing if possible to 100 mg. six-hourly 
after four to five days’. Total daily dosage did 
not exceed 400 mg. Regular estimations of 
serum uric acid levels were carried out and in all 
cases the level was reduced to normal. To avoid 
the possibility of calculus formation the urine 
was kept alkaline with sodium bicarbonate, 20 
grains (1.2 g.) six-hourly. ‘Patients were warned 
of the possibility of acute attacks during the 
early weeks and were advised to take two 0.5- 
mg. tablets of colchicine at the earliest warning 
of an attack, followed by one, every hour, until 
relief or diarrhoea ensued. Except for a reduction 
in caloric intake where obesity was a feature, no 
specific dietary regime was followed’. 


Local Treatment of Rosacea 

ALTHOUGH they had hitherto considered rosacea 
to be ‘one of the few skin conditions in which 
attention to the diet produced any clinical 
benefit’, G. M. Buncke and his colleagues 
(Scottish Medical Fournal, March 1961, 6, 112) 
found that local treatment by ointment alone 
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produced a high rate of cure in a series of 290 
patients. Eight different ointments were used in 
the trial, all variants of that originally devised 
by Lacksen, and it was found that the most 
effective was one containing either 2% or 3% 
each of precipitated sulphur, salicylic acid and 
compound chlorhydroxyquinoline ointment 
(which contains 0.5% chlorhydroxyquinoline 
and 10% benzoyl peroxide), in a eucerin base. 
Of the 110 patients treated with one or other 
of these two ointments, 98 were cured and 
there was a good effect in nine. The duration 
of symptoms was immaterial: one patient who 
had had very severe rosacea for three years was 
cleared completely with two weeks’ treatment. 
Side-effects were not common but treatment 
had to be withdrawn in three cases (2.7%) be- 
cause of severe irritation, and four others 
(3.6%) complained of a burning sensation. 
The benzoyl peroxide ingredient is believed to 
play an important part in the effectiveness of 
these ointments, particularly as the other oint- 
ment in the series which had a high success 
rate was that consisting of 0.5% benzoyl 
peroxide in a eucerin base. Of 66 patients 
treated with this ointment, 42 were cleared and 
a good effect was obtained in ten. It also caused 
less irritation than the compound ointment. 
Patients were instructed to smear a thin film of 
the ointment over the affected area night and 
morning, and not to rub it in, or apply it 
within half-an-hour of washing the face. A 
case was regarded as clear only if all evidence 
of rosacea had disappeared and remained so for 
three months. 


Metronidazole in Trichomoniasis 

FURTHER evidence of the efficacy of metroni- 
dazole in the treatment of Trichomonas vaginalis 
infection is provided by J. P. B. Fitzgerald 
(New Zealand Medical Journal, January 1961, 
60, 36) who treated 23 patients over a period 
of five months. In 21 of the 23 patients a single 
course of treatment, consisting of 200 mg. 
orally thrice daily for one week, resulted in the 
relief of symptoms and disappearance of 
T. vaginalis infection. The two patients who 
did not respond were cured by a second course 
of treatment. Side-effects were limited to 
nausei in three patients for the first three days 
of treatment. To prevent reinfection treatment 
shoukl be given to both partners and an 
identical course was given to the husbands of 
the last six patients although they had no 
symptoms of infection. They reported no side- 
effects. It is concluded that ‘metronidazole is 
an effective and apparently safe trichomonacide 
and has obvious advantages over previous 
forms of therapy’. 
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The Obstetric Vacuum-Extractor 

DeTAILs are given by V. Tricomi and his col- 
leagues (American Journal of Obstetrics and 
Gynecology, April 1961, 81, 681) of their ex. 
perience with the Malmstr6m vacuum-extractor | 
in 27 primigravide and 23 multipare. As one 
of the births was a twin one, this means a total 
of 51 deliveries. In all cases the occiput was the 
presenting point. The stage at which the ex. 
traction was used, in terms of forceps, was low 
forceps 15, mid-forceps 35, high forceps 1, 
The high forceps was in the second twin, when 
the traction cup was applied as the twin entered | 
the pelvis after rupture of the second amniotic 
sac. In 18 cases the head rotated spontaneously 
as traction was applied: 11 from _ occipito- 
transverse to occipito-anterior, and seven from 
occipito-posterior to occipito-anterior. Of the 35 
‘mid-forceps’ operations performed, four were 
cases in which the alternative to obstetrical 
forceps might well have been Cesarean section. 
The negative pressure under which delivery 
was accomplished ranged from 0.4 to 0.8 kg, 
per sq. cm., and in most cases the time allowed 
to achieve the maximum negative pressure was 
between four and five minutes. The interval of 
time between the attainment of maximum 
pressure and delivery of the head never exceeded 
ten minutes. A median episiotomy was made in 
32 cases and a medio-lateral one in three. The 
maternal complications consisted of a second-, 
degree extension of a median episiotomy in two 
cases, and a third-degree extension in three, 





The fcetal complications were ‘depression at 
birth’ in three, and superficial scalp excoriations 
in two. 


Chloramphenicol Poisoning in the | 


Newborn 
THE possibility that chloramphenicol may cause 
acute poisoning in the newborn, particularly 
those who are premature, is stressed by J. 
Beveridge (Medical Journal of Australia, Jan- 
uary 21, i, 93) who reports four cases believed 
to be due to this drug. Three of these had 
staphylococcal lesions ‘of severity sufficient 
to justify antibiotic therapy’ and were given 
chlormaphenicol orally in a dosage of 100 
mg./kg. body weight in twenty-four hours. 
After three or four days of this treatment their 
condition deteriorated, with ‘a little vomiting, 
disinclination to take feedings, lethargy and 4 
change in colour to a greyish pallor’. When 
chloramphenicol was withdrawn there was spon- 
taneous improvement over forty-eight hours, 
with no sequelz. The fourth case was that of a 
baby with a birth weight of 3 kg., who was in 
good general health when discharged home but 
on reaching home was found to have several 
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‘pimples’ on each thigh underneath the napkin, 
one of which increased in size and became red, 
hard and ‘apparently tender’. There was some 
pyrexia and he was disinclined to take feeds. 
He was given an injection of 500 mg. of chlor- 
amphenicol and four further injections of 500 
mg. at intervals of twelve hours. The tempera- 
ture became normal and he was feeding well, 
but two days after the first injection his con- 
dition deteriorated sufficiently to warrant his 
admission to hospital. On admission his general 
condition seemed good but deteriorated rapidly. 
The differential diagnosis ‘was considered to be 
either staphylococcal septicemia due to a 
chloramphenicol-resistant organism or chlor- 
amphenicol intoxication’. Erythromycin was 
administered intravenously, but he died the 
following day. The level of chloramphenicol 
was found to be 160 mcg. per ml. of plasma. 
It is concluded that ‘the reason why acute 
intoxication occurs in new-born babies and in 
premature babies at a dosage level which would 
not result in poisoning if the baby was older, 
appears to be related to difficulty in detoxica- 
tion by the immature liver’. The recommenda- 
tion is therefore made that ‘except for diseases 
of extreme gravity, such as meningitis’, the 
dosage of chloramphenicol in the newborn 
should not exceed 25 mg./kg. in twenty-four 
hours. 


Chlorambucil and Steroids in 
Chronic Lymphatic Leukemia 


THE results of the use of the alkylating agent, 
chlorambucil (or its analogue, aminochlor- 
ambucil), and of steroid hormones in 56 patients 
suffering from chronic lymphatic leukemia are 
reviewed by D. A. G. Galton and his colleagues 
(British Journal of Hematology, January 1961, 
7, 73). So far as survival is concerned, the 
over-all picture is that 16 of the patients are 
still living, and three of these have been alive 
between eight and 134 years from the onset of 
the disease. From the use of chlorambucil 
24 patients derived ‘benefit’, nine ‘some benefit’ 
and 10 ‘no benefit’ from their first course. 
Seventeen of those who derived ‘benefit’, and 
six who obtained ‘some benefit’, responded a 
second time, whilst 14 obtained ‘benefit’ and 
five ‘some benefit’ from their third course. The 
duration of benefit ranged from six months to 
seven years. As a rule the degree of benefit 
lessened as the disease progressed, and when 
chlorambucil ceased to be effective in the late 
stage of this disease, steroid therapy was also 
ineffective. Of the 31 patients who received 
steroid therapy, 24 have died, and in 10 of 
these steroid therapy ‘contributed directly to 
the fatal illness’. When steroids are used, they 
must be administered continuously, as attempts 


to reduce the dose, or to discontinue treatment, 
were usually followed by relapse. They are 
particularly indicated in the presence of acute 
hemolytic anemia, and were also effective in 
one-half of the patients whose initial response 
to radiotherapy or chlorambucil was unsatis- 
factory, especially when anawmia was severe. 


Antimetabolites in Genito- 


Urinary Carcinoma 

THE use of antimetabolites in the management 
of advanced genito-urinary carcinoma is dis- 
cussed by J. K. Wyatt and LI. N. McAninch 
(Canadian Medical Association Journal, Febru- 
ary 11, 1961, 84, 309) who used them in eight 
patients. One of these was a man aged 42 
who at operation for the removal of ‘a huge 
right hypernephroma’ was seen to have large 
tumour masses in the lower lobe of the right 
lung and secondaries were removed from along 
the spermatic cord. The preoperative chest 
radiograph showed classical ‘cannon-ball’ meta- 
stases. He was treated with 25 mg. of 6-amino- 
nicotinamide daily for seven days (0.3 mg./kg. 
body weight) and within twelve months the 
lung fields had cleared. The patient was still 
clinically free of disease eighteen months later. 
In two patients with testicular tumour, both of 
whom had received radiotherapy postoperatively 
and one nitrogen mustard in addition, one 
developed metastases and the other a second 
primary testicular tumour. In both cases metho- 
trexate produced apparent remission of the 
disease—within one month in one case (5 mg. 
daily for five days and then a maintenance dose 
of 2.5 mg. daily) and within three months in 
the other (2.5 mg. daily). In another case, a 
20-year-old man who had a retroperitoneal and 
iliac node dissection ten days after right orchi- 
dectomy had revealed embryonal carcinoma, 
widespread metastases developed four months 
later. He was given two courses of radiotherapy 
followed by 3 mg. of aminopterin daily for six 
days, the drug being withdrawn because of 
severe toxic effects. The subcutaneous nodules 
and nodes disappeared rapidly and the patient 
steadily improved. When examined over two 
years after operation he was clinically and 
radiologically free of disease. In the four re- 
maining cases of embryonal carcinoma of the 
testicle with widespread metastases, metho- 
trexate, either alone or following 6-amino- 
nicotinamide treatment, did not produce remis- 
sion of the disease. It is suggested ‘that the 
potentialities of these chemotherapeutic agents 
should be further explored by employing them 
in the management of advanced inoperable 
genito-urinary carcinoma when the more con- 
ventional forms of therapy have failed to 
control the tumour’. 
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Artichoke in Atherosclerosis 

Because of the choleretic action of artichoke, 
M. Mancini and his colleagues (Panminerva 
Medica, February 1961, 3, 74) investigated the 
effect of its active principle, 1-4-dicaffeyl-quinic 
acid, in 23 patients, aged 32 to 68, with ‘clinical 
signs of atherosclerosis’. The dosage was 250 g. 
thrice daily after meals, over a period of two 
months. In every case there was a fall in the 
total serum cholesterol and in the £-lipoprotein 
cholesterol. The average decrease in the serum 
total cholesterol was 25%, and in the §-lipo- 
protein cholesterol just under 30%. There was 
practically no change in the «-lipoprotein 
cholesterol. No signs of intolerance were en- 
countered, and it is reported that the majority 
of patients ‘felt better, there was a noticeable 
improvement of the psychical tonus and the 
precordial pain decreased’. It is therefore recom- 
mended that this active principle of artichokes 
‘should be used for treating human athero- 
sclerosis and all hypercholesterolemic and 
dyslipidemic conditions in general’. 


‘Phenistix’ and Urinary PAS 


THE ‘phenistix’ strip test for phenylpyruvic 
acid is a simple and reliable method for detect- 
ing the presence of para-aminosalicylic acid 
(PAS) in the urine, according to J. McD. 
Simpson (Tubercle, March 1961, 42, 107). The 
technique is simple. The test end of the strip 
is dipped in the sample of urine. If PAS is 
present the end of the strip changes colour 
immediately, the intensity varying with the 
concentration of PAS in the urine. The lowest 
urinary concentration of PAS at which a colour 
change is detected is 3 mg.%, when a faint 
mauve colour appears. At 10 mg.% a heliotrope 
colour develops, which deepens to purple at 
20 to 25 mg.%, becoming deep reddish purple 
at 100 mg.%. With increasing concentration 
the colour changes to plum or chocolate, occa- 
sionally changing to dark blue. ‘Even without 
experience’, it is claimed, ‘observers can readily 
detect urinary PAS with “‘phenistix” down to 
a concentration of 10 mg.°%. With familiarity, 
PAS concentrations of 5 mg.°%, have been 
routinely estimated at the outpatient clinic’. 
The only technical difficulty is that other 
salicylates will give similar reactions. Thus, of 
100 consecutive patients who were not taking 
PAS, five gave a positive urinary reaction with 
‘phenistix’: of these, two were taking aspirin, 
two were taking sulphonamides, and one was 
taking aminophylline. The sensitivity of ‘phe- 
nistix’ lies between the ferric chloride and 
hypochlorite tests. A warning is given about the 
relatively high price of ‘phenistix’, the hospital 
price of which is said to be 2d. per strip. 
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Fluorine Chewing Gum 

CHEWING gum is suggested by R. D. Emslie and 
his colleagues (British Dental Journal, February 
21, 1961, 10, 121) as a vehicle for the topical 
application of fluoride to children’s teeth, 
Essential requirements of such a gum are that 
sweetening agents should have no cariogenic 
activity and that there should be a low calcium 
content. The formula for a suitable chewing gum 
is provided. Details of experiments carried out 
with the gum incorporating F!* showed tha 


80% to 90% of the F"® was released from the! i 





gum in ten to fifteen minutes’ chewing, and 
that the uptake of fluoride by a premolar tooth 
was about 20 mcg. after ten minutes’ chewing 
of gum containing 100 mcg. of fluoride. Atten. 
tion is drawn to the evidence that the build-up 
of fluoride in the teeth does not attain it 
maximum until adult life. If by the use o 
fluoridated chewing gum it were possible ty 
attain these maximum values or even highe 
values soon after eruption of the teeth the 
resistance of enamel to caries should be en, 
hanced at a time when the teeth are m 
susceptible to decay. This method of topi 
application should reinforce the effect 
fluoridation of the water supply, which appe 
to have its main action on the teeth during their 
formation and before eruption, without addi 
any risk of overdosage with fluoride. As is 
pointed out, the use of sweets containing fluoride 
involves the risk of overdosage unless the 
fluoride content is kept very low. A fluoridated 
chewing gum would appear much safer as it is 
unlikely that any child would wish, or be 
allowed, to chew more than ten pieces a day. 





Scalpel for Ingrowing Toe-nails | 
A SCALPEL for the treatment of ingrowing or' 
involuted nails is described by M. D. England 
(The Chiropodist, April 1961, 16, 99) who 
designed and produced it in cooperation with 
John Weiss & Co. Ltd. The scalpel is basically 
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an ordinary one but has a small ball at the tip in 
place of a point. ‘It is intended to be held 
similarly to a pencil, though where possible the 
fourth and fifth fingers should be kept free to 
support the hand steadily. The toe is held by the 
left hand from underneath, the grip thus opening 
the sulcus and providing a better view. The aim, 
of course, is to make a clean cut forwards from 
behind the splinter (if present), thus not only 
removing the offending part of the nail but 
leaving a smooth edge, which latter is almost 
impossible by other methods’. The instrument 
will shortly be generally available. 
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ec The Hand. A Manual and Atlas for the 
al General Surgeon. By Henry C. MarsLe, 
re tha) M-D., F.A.C.S. Philadelphia and London: 
-iogenie| W. B. Saunders Co. Ltd., 1960. Pp. 207. 
calcium| Illustrated. Price 49s. 
ng gum| THIs book summarizes the experience gained by 
‘ied out| the author during a lifetime of interest and study 
ed that! of the hand. Although written in the third person 
om the! it is full of valuable interpolations in the first 
ig, and) person. They carry the authority of personal 
ir tooth) experience: for example, the statement ‘I have 
hewing| never seen a sprain of the wrist’ impresses the 
Atten-| reader more than a dogmatic statement would 
uild-up| do. The book is profusely illustrated with line 
tain its} drawings, many of which skilfully caricature the 
use of} point illustrated. These drawings are impressive 
sible to} and informative to a degree rarely possible with 
highe| monochrome photography. The anatomical 
sth the} drawings are especially lucid. It is interesting 
be en that in all books of this nature the sections on 
infections of the hand are still evidently 
dominated by the ghost of Kanavel who made 
his classic contribution to this subject more than 
forty years ago. The same comment could be 
it) applied to the section on infection in this book. 
The ghost of Sterling Bunnell stalks through the 
is} part detailing the technique of tendon suture. 
It is possible that his techniques cannot be 
improved upon, but the diagrams have a same- 
ridated| ness about them which is instantly recognizable. 
as it is} This is especially noticeable since every practical 
or be! surgeon knows that it is impossible to suture a 
i day. tendon as beautifully as the illustrations suggest, 
and this is mortifying. The section on fractures 
is full and complete. In this country the sugar- 
tong plaster splint for the treatment of a Colles’ 
fracture is regarded as old-fashioned, and some 
of the methods of finger traction have long been 
transferred to the museum, but many of the most 
modern methods of internal fixation are well 
illustrated, and in that respect the book, although 
=| summarizing the experience of the author during 
wens} his surgical career, is completely up to date. 
_ _' This is a good book. It is readable. It contains 
e tip ja great deal of information, some unnecessary 
e held illustrations, but even these are pleasant to look 
ble thef at. It should prove of great value to the general 
free to surgeon who may sometimes be called upon to 
| by the fill the part of the specialist in hand disorders. 
pening 
a Fractures, Dislocations and Sprains. By 
ot onl Puitip WILES, M.S., F.R.C.S., F.A.C.S. 
sil bu London: J. & A. Churchill Ltd., 1960. 
almost} Pp. 67. Illustrated. Price 27s. 6d. 
rument) THIs book summarizes, most attractively, and in 
acompact space, a great deal of superficial and 
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REVIEWS OF BOOKS 


generally required information about fractures. 
It is an illustrated catalogue written in the 
travel-brochure manner, profusely and aptly 
illustrated by line drawings. As a revision book 
for the final-year student or even the F.R.C.S. 
candidate it could hardly be bettered. It will 
also be valuable to the practitioner, not because 
he has any intention of treating the fracture, but 
because by looking at the appropriate section he 
can easily acquire all the information that he 
needs to know about it. The size of the book 
(12 inches by 10 inches and less than }-inch 
thick) makes it easy to study and to find the 
information required, but impossible for the 
book to be housed on the bookshelf. It will be 
liable therefore to lie under a bundle of papers 
in a corner, and this would be a great pity. 


The Catarrhal Child. By JoHN FRY, M.D., 
F.R.c.s. London: Butterworth & Co. 
(Publishers) Ltd., 1961. Pp. 139. Illus- 
trated. Price 25s. 

THERE is an indisputable authority about the 

writings of a man whose medical opinions are 

based upon his own carefully recorded experi- 
ence. ‘In 51 cases the right lung was affected, 
in 32 the left, in 17 both organs’—thus Osler 
incorporating his necropsy findings of lobar 
pneumonia in the textbook that revolutionized 
medical teaching seventy years ago. “The 
majority (64 per cent.) of children presented 
with earache and a red, but intact, drum. In 
the remainder the drum perforated with dis- 
charge in 26 per cent. The annual incidence 

over the 10 years was 99 attacks per 1000 

children at risk (778 attacks were observed in 

333 children)’—thus John Fry writing of the 

results of his analysis of his study and follow-up 

of catarrhal conditions among some 750 children 
in his own practice. The result is a book that 
should be in the hands of every medical student, 
family doctor, pediatrician, school doctor and 

E.N.T. consultant, and of other doctors who 

have, or may soon have, young children. 
Those readers who find their opinions con- 

firmed will be relieved to find them so soundly 
based; those who find that Dr. Fry’s con- 
clusions challenge their own will do well to 
study the tables and graphs which record his 
results. The old question of tonsillectomy is 
discussed again, the recent literature is ade- 
quately reviewed, but what is so refreshing is 
the fact that the author’s answer is based upon 
his own observations. His suggested procedure 

(p. 108) in such a case is a model guide to good 

general practice, it ends: ‘Fifthly—In all this 

the child should be placed first and the best 





798 


done for him’. Dr. Fry writes with great 
modesty; one imagines that he would protest at 
a comparison between his ‘Catarrhal Child’ and 
Osler’s ‘Principles and Practice of Medicine’, 
yet this new book fulfils as great a need. The 
respiratory affections of the growing child 
cause much anxiety and are poorly understood. 
Dr. Fry’s monograph embraces a large part of 
the work of the family doctor and of those who 
care for the health of young children. Here is 
also a complete answer to those who doubt the 
value of general practice and question the place 
of the family doctor in modern medicine. 


Sequential Medical Trials. By P. ARMITAGE, 
Pu.D. Oxford: Blackwell Scientific Pub- 
lications, 1960. Pp. 105. Illustrated. 
Price 20s. 

THE sequential method of analysing the results 
of a clinical trial has been evolved to allow for a 
statistical evaluation of the results as the trial 
proceeds, with the ability to terminate the trial 
at an early stage, should a clear-cut answer 
become apparent. Alternatively, the trial will 
not be prolonged unduly, if it becomes apparent 
that there is little likelihood of a clear-cut 
decision ever being made. The method has been 
mainly used in the trial of new drugs, in com- 
parison with either inactive placebos or other 
drugs. From an ethical point of view, it allows 
the investigator to terminate the trial if the new 
drug is showing little or no effect. 

Intending readers should not be misled, either 
by the conciseness of Dr. Armitage’s text or 
the esthetic simplicity of the basic concept of 
sequential analysis, into thinking that the con- 
tained matter will be readily understandable by 
the doctor unfamiliar with statistical methods 
and nomenclature. Indeed, in his preface the 
author warns the reader that in order to under- 
stand the main statistical concepts in the book, 
he should first read one of the many elementary 
books on the subject. Having appreciated this 
necessity of a preliminary understanding of 
statistical methods, then it must be said that 
this book outlines clearly and concisely the most 
important points of the sequential method. 

Many general practitioners who read this 
book, however, may feel that, fascinating though 
statistical methods are, clinical observation can 
seldom be reduced to accurate mathematical 
figures. A statistical method such as sequential 
analysis can only provide clear-cut answers on 
a few specific questions in any given trial. So 
often, the practicability of treating a patient 
going about his every-day life may depend upon 
other factors such as the incidence of side- 
effects, the dosage routine required, and the 
convenience and palatability of the particular 
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drug. Such diverse factors cannot be adequately} 


assessed in any one trial by the statistical 
method, and so trials designed in the first place 
around such a method may not always give the 
information required by the average doctor, 
Thus, it would seem that if a clear preference; 
can be demonstrated in 20% of patients in a 
trial, then this result is accepted although the 
remaining 80% of patients could not dis. 
tinguish between the two drugs. The practical 
doctor who is treating patients would, in this 
reviewer's opinion, be far more interested in the 
80% recording no preference, particularly if the 
trial were !»etween an active drug and a placebo, 


Manual for Examination of Patients. By 
Kerr L. Wuitr, M.D., et al. Chicago: 
The Year Book Publishers Inc., 1960, 
Pp. 231. Price 345. 

ANy book that attempts to be complete on the 

subject of examining patients may tend to 

irritate. ‘We know all this’, one tends to say— 
but somebody must set it down for students, 

The point at issue is really whether to list 

pretty well everything or to be content with 

broad outlines, leaving detail to be learned by 
example and by apprenticeship. Although so 
small, this neatly produced book from the 

North Carolina Medical School gives a good 

deal of detail, often in the form of lists. This 
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was obviously the only way to get a quart into 
a pint pot, for the book includes sections on| 
children and even on orthopedic and psychotic 
cases. It is even more interesting for the com- 
mendable emphasis given to personal factors in 
illness and to the approach to the patient.: The 
medical neophyte may appreciate their difficulty | 


rather than their importance, but to cultivate | 


this aspect of medical practice early must, 
surely be worth attempting. There is succint 
and good advice about summing-up the infor- 
mation obtained from the history and _ the 
examination, and on planning management. 
The second half gives a useful summary of 
laboratory procedures and examinations. 





When it is appreciated that the patient is 4 
person the essentials of medicine seem to be 
the same everywhere. Although some American 
practice naturally differs from our own, this 
book would be useful to students and young 
doctors in this country. 


Meaning and Methods of Diagnosis in 
Clinical Psychiatry. By Tuomas A 
Lortus, M.D. London: Henry Kimpton, 
1960. Pp. 169. Price 37s. 6d. 

WHEN diagnosis may be determined by factors 

as diverse as personality or a particular theo- 

retical framework, or by social, legal, or cultural 
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considerations, it is little wonder that the 
average doctor finds the situation confusing. 
This book should help to clarify what is, in 
fact, not as difficult a matter as at first appears. 
Psychiatric diagnosis is based far more on the 
history of the disturbance than is the case in 
the rest of medicine or in surgery. It is therefore 
of paramount importance to be able to take a 
psychiatric history; once this has been ade- 
quately carried out, it is a relatively simple 
matter to distinguish into which particular 
diagnostic category the patient fits. Dr. Loftus 
gives an excellent account of how a psychiatric 
diagnosis is made—his book will be useful to 
both general practitioner and psychiatrist. 


1) Portrait of Social Work: .A Study of Social 


Services in a Northern Town. By 
BaRBARA N. RopcGers and JuLia Dixon. 
Published for the Nuffield Provincial 
Hospitals Trust by Oxford University 
Press, 1960. Pp. 266. Price 25s. 

WHEN the general practitioners of a northern 
town surveyed by the authors were interviewed 
and questioned about social work in the town, 
it quickly became apparent that they had little 
or no contact with the local social workers, did 
not know what range of social service was 
available, and indeed were almost totally ignor- 
ant of such elementary points as the function 
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of health visitors or the fact that they were 
nurses. One doctor even expressed the almost 
incredible opinion that some social workers ‘had 
new ideas about mental illness and insisted on 
psychiatric treatment when what people really 
needed was shutting up’. In view of this in- 
different or hostile attitude to social work which 


rivate | may be defined broadly as ‘activity entirely or 
must, in part concerned with people who are in some 
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distress or difficulty which they cannot meet 
unaided’, it is unlikely that this book will find 
a ready sale among our professional colleagues. 
Much of it, the detailed findings of a 1957-58 
survey of all the social work going on in a town 
of about 100,000 inhabitants, is heavy going for 
all but social scientists, for the relationships of 
the ten local or central government departments 
and the five voluntary agencies involved are 
somewhat complicated. But for anyone who 
wants to find out what help is available for those 
citizens unable to cope with life, how far this 
falls short of the ideal, and what might be done 
to improve it, the survey is well worth reading. 

It reveals a characteristic pattern of muddling 
through without clear goals or expectations, 
with a team of personnel recruited from all sorts 
of jobs and trained or untrained according to 
supply and demand, but often achieving re- 
markable results because of sheer ability to 
form useful relationships with people and to 
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tolerate ‘their faults. It also contains recom- 
mendations for the future, some of which have 
since been made also by the Younghusband 
committee on social work. 


Ring The Night Bell. By Paut B. Mac- 
NuUSON. Edited by Finley Peter Dunne, 
Jr. London: William Heinemann Ltd., 
1961. Pp. 376. Price 25s. 

Dr. MAGNUSON might well be described as the 

stormy petrel of American surgery. It is typical 

of his whole philosophy of life that he could not 
spare the time to write his own autobiography: 
hence the editor. Apparently Dr. Magnuson 
recorded his reminiscences on a tape-recorder 
and these were edited by Mr. Dunne who 

‘translated my tape-recorded words into written 

English’—a task which Dr. Magnuson in- 

genuously confesses he ‘never would have had 

the patience or skill to do’. 

‘Ghosted’ or not, the book makes fascinating 
reading and provides an ideal script for any film 
director who wants to produce a ‘best-seller’—or 
whatever the equivalent is in the film world. The 
author started his professional life in Chicago 
under J. B. Murphy, who was his hero 
then and has remained so ever since. So much so 
that the younger man’s technique is largely based 
upon that of Murphy and has brought him 
almost equal personal success. Chicago has been 
his professional and spiritual base ever since he 
set up a practice among the denizens of the 
famous stockyards—on the sound principle that 
there were more accidents in this area of 
Chicago than in any equivalent area in any other 
city in the United States. His other main interest 
in life has been his ‘struggle against entrenched 
bureaucracy’, in the course of which he fell foul 
of the American Medical Association, and 
accepted President Truman’s invitation to pre- 
side over the President’s Commission on the 
Health Needs of the Nation. This is American 
medicine in the raw, with no punches pulled. 


NEW EDITIONS 
Surgery of Repair as Applied to Hand Injuries, 
edited by B. K. Rank, C.M.G., M.S., F.R.C.S., 
F.R.A.c.S., and A. R. Wakefield, M.s., F.R.C.S., 
F.R.A.C.S., in its second edition (E. & S. Living- 
stone Ltd., 45s.) remains, next to Bunnell’s 
classic magnum opus, the best book written in 
English about the hand. It has had a great im- 
pact on surgeons, general, plastic and ortho- 
peedic, all over the English-speaking world. To 
it must certainly go some of the credit for the 
improved standard of care and the improved 
tesults seen today in the treatment of injuries 
of the hand. As the title makes clear, its field is 
treatment of the injured hand only; congenital 
and other affections of the hand are excluded. 
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There is a lacuna in the literature of hand sur- 
gery when we come to consider the needs of the 
training surgeon, whether orthopzedic, plastic or 
general, who wants to know what can be done, 
what determines choice of method, and what 
are the accepted principles of hand repair and 
reconstruction over the whole range of trauma, 
congenital, disease and other affections. If such 
a book is not to be too bulky and become out- 
side the range or interests of its most important 
public—the training surgeon—it should contain 
a minimum of technique. This book contains 
too much about only one aspect of the surgery 
of the hand to reach the widest possible surgical 
public, but its special public will continue to 
find it of almost unique value. 

This edition contains no radical changes. It 
is very fully illustrated and the quality of the 
illustrations is consistently good; their selection 
for the purpose of the points which they wish 
to make is excellent. It is a work which must 
always have an important place in the library 
of all interested in the surgery of the hand. 


The Management of Fractures and Soft Tissue 
Injuries, by the Committee on Trauma, Ameri- 
can College of Surgeons (W. B. Saunders Co. 
Ltd., 35s.), combines under one cover the 
seventh edition of the ‘Outline of Treatment of 
Fractures’ and the second edition of ‘Early Care 
of Soft Tissue Injuries’. This and the number 
of contributors tend to cause some repetition, 
but an enormous amount of information is con- 
tained in relatively small compass. In addition 
to facts there is much surgical wisdom dis- 
tilled from the wide experience of the authors. 
The book is intended for both undergraduates 
and practitioners and caters for American rather 
than British requirements. Minor criticisms 
include an undue emphasis on the use of anti- 
biotics in the treatment of compound fractures 
and open wounds generally. The sections on the 
treatment of burns, injuries of the hand, and 
head injuries stand out from the others. The 
book will be most useful to those who teach, 
containing a wealth of quotable aphorisms and 
advice. It is perhaps not ideal for under- 
graduates in this country and too detailed for the 
general practitioner who does not have to treat 
trauma more than occasionally. 


The Closed Treatment of Common Fractures, by 
John Charnley, B.sc., M.B., F.R.C.S., third 
edition (E. & S. Livingstone Ltd., 50s.).— 


Little more need be said about the third edition 
of this well-known book, except that it is as 
good as former editions, which is very good. 
John Charnley shares with his famous fellow- 
Mancunian, the late Professor Frederic Wood 
Jones, the ability to write of basic principles so 
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charmingly and convincingly that the reading is 
a pleasure, and the practical advice with which 
the principles are illustrated remains firmly 
implanted. This is a book not only for the 
orthopedic surgeon and the student, but for 
every surgeon who can appreciate such a funda. 
mental study of basic principles, and enjoy 
such clear and attractive writing. 


The Health of the Community, by Fraser 
Brockington, M.D., M.SC., M.R.C.P., D.P.H., in its 
second edition (J. & A. Churchill Ltd., 3535,)| 
covers the whole subject comprehensively. The| 
history of public health, the treatment of disease 
in the mass, the protection of vulnerable groups, 
and the collection and interpretation of dat: 
are fully considered. The index is excellent, 
The marvels of science, says the author, increas 
the need for sympathetic study. ‘The doctr 
today needs to look at the whole person an( 
the whole family in its mental and physia 
setting. The more he listens patiently, seekiny 
to find some alleviation of the complications hi satisfac: 
glimpses in the background, the better docto} also be 
he’. contain: 


P-Q-R-S-T (A Guide to Electrocardiogran| <a 
Interpretation), edited by Joseph E. F. Riseman} 

M.D., fourth edition (Macmillan Co., 45s. 6d.).— 
Although this small book will slip into thé narizine 
pocket of a hospital coat it contains sufficient} are said 
factual electrocardiography for most clinica, tomatic 
purposes. The format is attractive and the illus! allergic 
trations are clear and numerous. If any criticism) said to b 
is to be levelled, it is that the material is rather! of patier 
condensed, but this is inevitable in any work warned | 
which attempts to cover the subject in so few machine 
words. It is written with much clinical wisdom, of 50 an 
and there is healthy emphasis on the dangers oli (G. D. 
trying to read too much into an electrocardio-, High W 
gram and on the necessity of evaluating it in th 
light of the entire clinical picture. 
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INDEX AND BINDING CASES 
The index to volume 186 (January-June 1961) will & in bottle 
forwarded to all subscribers with the July issue. Binding Pharmac 
cases for this and previous volumes are available in grea 
cloth with gilt lettering, price 6s.-each, post free. Ti London, 
cases are made to hold 6 copies after the advertisemes 
pages have been removed; they are not self-binding ‘PERIACT 
Alternatively, subscribers’ copies can be bound at 4 ACT 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘FEBRAMINE’ tablets each contain 100 mg. of 
cetoxime hydrochloride, which is a new anti- 
histamine. They are intended for the treatment 
of allergic conditions such as hay fever and vaso- 
motor rhinitis, and are said to be devoid of 
‘many of the drawbacks of conventional anti- 
histamines’, enabling patients to remain active 
and alert while under treatment. Available in 
containers of 30 and 250 yellow, scored tablets. 
(Boots Pure Drug Co. Ltd., Station Street, 
Nottingham.) 


‘GASTROGRAFIN’ is an oral contrast medium 
for radiological investigation of the gastro-in- 
testinal tract. It is a 76°, aqueous solution of 
sodium methylglucamine diatrizoate which 
is said to be well tolerated and can be 
used ‘wherever a barium meal fails to give 
satisfactory results or is contraindicated’. It can 
also be given as an enema. Available in bottles 
containing approximately 100 ml., singly or in 
packs of 5. (Pharmethicals (London) Ltd., 
Victoria Way, Burgess Hill, Sussex.) 


‘MITRONAL’ tablets each contain 15 mg. of cin- 
narizine, which is a new antihistamine. They 
are said to be ‘particularly useful’ in the symp- 
tomatic control of hay fever, vasomotor rhinitis, 
allergic skin disorders, and vertigo. They are 
said to be well tolerated but the small proportion 
of patients who experience drowsiness should be 
warned against driving a car or using dangerous 
machinery during treatment. Available in bottles 
of 50 and 250 yellow, uncoated, scored tablets. 
(G. D. Searle & Co. Ltd., Lane End Road, 
High Wycombe, Bucks.) 


‘OspoLor’ tablets each contain 0.2 g. of tetra- 
hydro-2-p-sulpamoylphenyl-1,2-thiazine-1, 1- 
dioxide. They are intended for use as an anti- 
convulsant in cases of temporal lobe epilepsy and 
Jacksonian seizures, and as adjuvant therapy in 
‘all forms of epilepsy except petit mal’. Available 
in bottles of 50 and 250 scored tablets. (FBA 
Pharmaceuticals Ltd., 37-41 Bedford Row, 
London, W.C.1.) 


‘PERIACTIN’ tablets each contain 4 mg. of cypro- 
heptadine hydrochloride and are intended for 
the treatment of acute and chronic allergic and 
pruritic conditions. They are said to ‘meet the 
need for an agent capable of antagonizing both 
serotonin and histamine’. Side-effects are said 
to be minimal, but as some patients experience 
drowsiness a warning should be given regarding 
car driving and the use of dangerous machinery 
during treatment. Available in bottles of 100 
and 500. (Merck Sharp & Dohme Ltd., Hoddes- 
don, Hertfordshire.) 





“TRILOCAN’ cream contains prednisolone 0.3%, 
amethocaine 0.8°% , amylocaine 1°%, and solution 
of benzalkonium chloride 0.5%. It is said to 
give prompt relief in a wide variety of skin con- 
ditions in which inflammation, infection and 
irritation are present, and to liquefy rapidly on 
contact with the skin. Available in tubes of 15 g. 
(Allied Laboratories Ltd., 140 Park Lane, 
London, W.1.) 


“TRYPTIZOL’ preparations contain amitriptyline 
hydrochloride and are intended for the treat- 
ment of depression. They are said to possess a 
‘significant anti-anxiety action’ as well as being 
potently anti-depressant. In patients who have 
been treated with other antidepressants, several 
weeks should be allowed to elapse after their 
discontinuation before starting treatment, ‘in 
order to avoid the possibility of undue potentia- 
tion’. They are contraindicated in patients with 
glaucoma. Available as tablets of 25 mg. (bottles 
of 30, 100 and 500) and of 10 mg. (bottles of 100 
and 500), and as an injection in vials of 10 ml., 
containing 10 mg. per ml. (Merck Sharp & 
Dohme Ltd., Hoddesdon, Hertfordshire.) 


PHARMACEUTICAL NOTE 
F. W. Berk & Co. Lrp. announce that their 
subsidiary company, Leda Chemicals Ltd., will 
in future be known as Leda Pharmaceuticals 
Ltd. (Berk House, 8 Baker Street, London, 
W.1.) 


H/EMOPHILIA CENTRES 
A List of special centres in Great Britain for the 
treatment of patients with hemophilia is given 
on page A 116 of this issue. 


TESTING OF HEARING AIDS 

A SERVICE of free testing of any type of hearing 
aid is now available to members of the public 
upon application to the National Institute for the 
Deaf. Testing will cover: frequency response 
curves of amplification and maximum output; 
measurement of battery current; general inspec- 
tion of cords, batteries, battery contacts, etc. 
Temperature tests will only be undertaken in 
exceptional circumstances, and harmonic dis- 
tortion will not be measured unless there is a 
particular query. 

If, after testing, an aid appears to be faulty, 
the Institute will not carry out any repair that 
involves opening or unsealing the case, but will 
give the owner of the aid a form indicating the 
probable source of trouble and the possible 
nature of the repair required, which can be 
taken to the centre or dealer from whom the aid 
was obtained. After repair, the aid can be re- 
submitted to the Institute for re-testing. 
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Testing will be by appointment only, on 
application to the ‘Technical Department, 
National Institute for the Deaf, 105 Gower 
Street, London, W.C.1, stating the type of aid. 


WELFARE FOODS SERVICE 
VITAMIN supplements supplied through the 
Welfare Foods Service will now be sold, without 
the use of tokens, at prices which cover the cost 
to the Government. From June 1 tokens 
already issued will not be valid. Supplies will be 
obtainable at welfare clinics and welfare foods 
distribution centres, but only for the use of 
expectant and nursing mothers, children up to 
the age of five years and one month, and handi- 
capped children. The prices will be:—Con- 
centrated orange juice, 1s. 6d. for a 6-ounce 
bottle; cod-liver oil, 1s. for a 6-ounce bottle; 
vitamin A and D tablets, 6d. for a packet of 45. 


OCULAR OCHRONOSIS 

As from April 28, the list of prescribed in- 
dustrial diseases was extended to include ocular 
ochronosis due to exposure to quinone or hydro- 
quinone. A person contracting the disease at 
work is now therefore covered for the benefits 
of the Industrial Injuries Scheme. Ocular 
ochronosis is a disease which affects the eyes of 
workers engaged in the manufacture of hydro- 
quinone powder—a substance used in various 
industrial processes. It involves damage to the 
cornea, and some discoloration of the eye. It is 
usually arrested in its early stages before per- 
manent damage has been done, but there have 
been a few cases in which vision has been per- 
manently impaired. 


LONDON CHILDREN 
LonpDoNn children are getting taller and heavier, 
according to a ‘Report on the Heights and 
Weights (and other measurements) of School 
Pupils in the County of London in 1959’ 
(London County Council, price 1s.). The survey 
upon which the report is based covered 25,866 
children. Between 1949 and 1959 the average 
height of boys rose by about 0.5 cm. at age 5, 
by 1.5 cm. at age 10, and after that age by 
about 3.5 cm. There were similar gains for girls, 
except that at ages 14 and 15 the gains were 
smaller. In the same period the average weight 
of boys increased by around 0.3 kg. at age 5, 
rising to about 1.5 kg. at 10 and 5 kg. at 14. 
For girls the corresponding increases were 0.3, 
1.9, and 3.5 kg. Differences in the measure- 
ments of children in different parts of London 
have continued to lessen. Thus, children from 
Poplar, Stepney and Bethnal Green are no 
longer bottom of the list but close to the county 
average. The ages at which 50% of the children 
were sexually mature, as judged by breaking of 
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the voice in boys and the onset of menstruation | Rey., 

in girls, were 13.83 and 13.05 years respectively, | who re 
The corresponding ages in 1954 were 14.15 and| For so 
13.29 years. box 


BRITISH PHARMACEUTICAL _|Pefore 
RESEARCH histese 
THE research establishments in Britain of mem- Cone 
bers of the Association of the British Pharma- eee C 
ceutical Industry spent £6,257,025 on the dis- an 
covery and development of new drugs in 1959— thichen 
an increase of more than a million pounds on thicker 
1958 and double the amount spent in 1954. In the car 
addition to their own research expenditure, positivi 
members of the Association donated £273,013 
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ADVERTISING DRUGS 
Tue British pharmaceutical industry employs 
about 2,400 representatives calling upon doctors, 
pharmacists and hospitals, the full-time equiva- 
lent in terms of doctors’ calls being about 1,600, 
according to the annual report for 1960-61 of 
the Association of the British Pharmaceutical 
Industry. The total cost to the industry of direct 
mailing to doctors represents 3% of manu- 
facturers’ turnover. The report adds: ‘The in- 
dustry is sensitive to valid criticisms Of its 
advertising methods . . . It believes that any 
abuses that may have occurred from time to 
time in the past have now been checked and 
any undesirable practice that is brought to its 
attention will be dealt with immediately and 
firmly. There is in fact an almost complete|Ptessed 


A TRAG! 
aiken 3 
infants \ 
(one fat 
muscula’ 
of a nur 
At least, 
to each | 








absence of complaints at the present time’. skin and 
the need! 
NEW AMERICAN DRUGS pus fron 


IN 1960, 311 new products, including 45 new ‘coverec 
‘single chemicals’, were introduced by the died of t 
United States pharmaceutical industry. In com-he had | 
menting on the report giving details of these new(hiolitis, 

products, the New England Journal of Medicinftom the 
(1961, 264, 621) says: ‘Mindful that the gastro-Pbscess ir 
intestinal tract of navel-centered man is inclin 

either to turbulence or inactivity, the inspired 
manufacturers have produced 36 substances .. 









intended to alkalize it, reduce its speed of actionPHELLAC | 
reactivate it, aid it with new enzymes, add bil@ine. Acc 
to its content, release its excessive gas Surg., 

anesthetize it. New cough medicines have nly 11 of 
introduced, their introducers mindful, or unphem wer 
mindful, of the old reminder that “‘it isn’t thplleged, d 


cough that carries you off but the coffin thephellac in 
carry you off in’”’. Proprietary names continue ent. Ains 


be as fantastic as are many of the gener” whom c 
appellations, except for there being merciful¥rge gastr 
only one of the latter per drug’. the ston 
zoars. S 

LEPROSY IN NORFOLK Norked as 


A Case of leprosy met with in a country practifeneated 
in Norfolk is reported by A. S. Garrett (Leprofenied tha 
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Rev., 1961, 32, 82). This was a man, aged 22, 
who reported complaining of a rash on his chest. 
For some two months he had noticed a plaque, 


)2 X 1 inches (5 X 2.5 cm.), and a week or so 


before reporting many new small raised red 
lesions had begun to appear. His previous 
history was that he had spent fourteen months in 
Cyprus, returning to England in December 
1957. On examination the plaque was found to be 
anesthetic, the left great auricular nerve was 
thickened and the left ear lobe was slightly 
thicker than the right. Smears from the skin of 
the ear and the lesion ‘showed mild bacterial 
positivity in three out of five smears’. A diag- 
nosis was made of ‘borderline leprosy’, and it 
was assumed that the infection had been acquired 
in Cyprus, suggesting an incubation period of 
three years. There was a satisfactory response to 
dapsone and ditophal inunction, and the patient 
was back to work within two months. 


SYRINGE-TRANSMITTED 
TUBERCULOSIS 
A Tracic tale is told by J. B. Heycock and 
T. C. Noble (Tubercle, 1961, 42, 25) of four 
infants who became infected with tuberculosis 
(one fatally) as a result of receiving intra- 
muscular injections of penicillin at the hands 
of a nurse with open pulmonary tuberculosis. 
At least, she had given some of the injections 
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4} t0 each of the infants, and the opinion is ex- 


pressed that ‘bacilli were coughed on to the 
skin and driven into muscles by the passage of 
the needles’. M. tuberculosis were isolated in the 
pus from abscesses of the three infants who 
recovered. In the case of the fourth infant, who 
died of tuberculous meningitis two years after 
she had been treated with penicillin for bron- 
chiolitis, acid-fast bacilli were seen in a smear 
from the caseous contents removed from an 
abscess in the thigh at necropsy. 





SHELLAC BEZOAR 


HELLAC bezoar is one of the rarities of medi- 


id biline. According to J. P. Ainslie (Aust. N.Z. 


Ss 
e 

or 
rt th 
n thet 
nue ft 
rene! 
cif 





. Surg., 1961, 30, 180), in reporting a case, 
nly 11 other cases have been recorded. All of 
hem were in furniture workers who, it is 
slleged, drank furniture polish, a solution of 
shellac in alcohol, because of its alcoholic con- 
ent. Ainslie’s case was a man, aged 35 years, 
whom operation confirmed the presence of a 
rge gastric ulcer and two large foreign bodies 
in the stomach. These were found to be shellac 
Pezoars. Six years previously the patient had 


Porked as a french polisher but, in spite of 


he 


persistently 


ractifeneated cross-examination, 
, . ° 
4 lenied that he had ever drunk shellac solution. 
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PUBLICATIONS 

Scientific Aspects of Neurology, edited by Hugh 
Garland, T.D., M.D., F.R.C.P., is a series of 
twenty lectures given by invitation in Leeds 
during 1959-60. Many of these are by dis- 
tinguished authorities and can be read with 
profit and interest by those interested in recent 
developments in neurology. There are valuable 
contributions on multiple sclerosis, muscle 
biopsy, the pharmacology of the reticular acti- 
vating system, basilar insufficiency, leuko- 
encephalitis and so on. (E. & S. Livingstone 
Ltd., price 50s.) 


Instructional Course Lectures, Volume XVII. 
Edited by Fred C. Reynolds, mM.p.—This valu- 
able volume is the end-product of a course of 
lectures given to members of the American 
Academy of Orthopedic Surgeons by the 
highest authorities of the land. Part is devoted 
to fractures, and other subjects discussed in- 
clude athletic injuries and bone graft surgery. 
The subject-matter and presentation of it are 
first class. The illustrations are prolific, and are 
nowhere more useful than in the section de- 
scribing surgical approaches to the cervical 
spine. This is a volume containing the essence 
of contemporary thought on the subjects con- 
sidered. As such, it is a yearly classic. (Henry 
Kimpton, price £6 9s.) 


Progress in the Treatment of Fractures and Dis- 
locations, 1950-60, by Thomas B. Quigley, 
M.D., and Henry Banks, M.D.—In the course of 
some eighty short pages the authors review the 
fracture work of the past ten years and have 
tried to extract from it those items that can 
justifiably be considered to have resulted in 
progress. This is a mammoth task and within 
their limits they have done it well, but so much 
has to be covered that most of it is necessarily 
dealt with in a rather superficial way. They 
assume extensive knowledge of fractures in 
their readers, so that presumably the book is 
directed at the fairly experienced orthopedic 
surgeon; the latter will find much to interest 
him and many of the authors’ judgments are 
shrewd, but in any individual problem some- 
thing more profound would be _ required. 
(W. B. Saunders Co., price 17s. 6d.) 


Treatment of Cardiovascular Emergencies, by 
Aldo A. Luisada, M.p., and Leslie M. Rosa, 
M.D.—Produced as a ‘pocket manual’ to facili- 
tate easy reference for the general practitioner, 
the title of this little book is misleading, for 
fully a quarter of the text is devoted to dif- 
ferential diagnosis and to rather extensive lists 
of references. Nevertheless, the treatment of the 
various cardiovascular emergencies encountered 
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in clinical practice is concisely and clearly 
described; the chapter describing arrhythmias 
is particularly well presented. Unfortunately the 
price may well limit sales in this country. 
(McGraw-Hill Publishing Co. Ltd., price 
38s. 6d.) 


New and Nonofficial Drugs 1961.—This annual 
publication of the Council on Drugs of the 
American Medical Association contains descrip- 
tions of drugs generally available in the United 
States which are ‘proposed for use in or on the 
human body for the diagnosis, prevention or 
treatment of disease, whether or not their useful- 
ness has been definitely established’ and which 
have not appeared in the Pharmacopeia of the 
United States or the American National For- 
mulary. This edition contains fifty-four new 
monographs. (Pitman Medical Publishing Co. 
Ltd., price 30s.) 


A Laboratory Handbook of Blood Transfusion 
Techniques, by A. Derek Farr, F.1.M.L.T., A.1.S.T., 
aims to give practical details of the ‘back-room’, 
non-serological techniques, such as the prepara- 
tion and sterilization of solutions and apparatus, 
the organization and control of blood banks and 
the provision of blood products and substitutes. 
Although it contains an amount of good material 
some sections of the text are rather scrappy, 
the layout leaves some room for improvement 
and the photographs are poorly reproduced. It 
will nevertheless be of interest to those res- 
ponsible for the care of a blood bank and to 
technicians seeking higher qualifications in the 
field of hzmatology. (William Heinemann 
Medical Books Ltd., price 17s. 6d.) 


Schizophrenia is the first of a new series of 
pamphlets to be published by the Mental 
Health Research Fund ‘explaining to ordinary 
men and women the nature of the major mental 
disorders’. This pamphlet is issued in support 
of the first of a series of appeals in which pub- 
licity will aim at raising funds for research 
into one particular aspect of mental illness. 
(Mental Health Research Fund, 39 Queen Anne 
Street, London, W.1.) 


OFFICIAL PUBLICATIONS 
The Prevention of Prematurity and the Care of the 
Premature Infant is the report of a subcommittee, 
under the chairmanship of Sir Andrew Claye, 
of the joint standing maternity and midwifery 
advisory committee and standing medical 


advisory committee of the central health services 
council of the Ministry of Health. It notes that 
(a) prematurity, or conditions associated with it, 
account for over 5,500 registered infant deaths 
annually in England and Wales; (b) nearly 60% 
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of first-week infant deaths occur in premature 
infants; (c) 54% of 15,403 stillbirths notified ir 
1959 were premature. 

The major recommendation for dealing with 
this state of affairs is the establishment of speci 
baby-care units in large and medium-sized 
maternity departments catering for deena 
obstetrics, which should always have enough 
antenatal beds as well as emergency bed 
reserved for unbooked cases of labour. I) The i 
addition there should be a domiciliary pre4 healt 
mature baby service, providing immediate re. Jalou 
suscitation for premature infants born at home| hum: 
and special care for larger infants fit to remain like 
at home (H.M. Stationery Office, price 9d.). | estim 
rat pt 
hum 
whicl 
rats, 
evide 
evide 
other 
view 
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Leucotomy in England and Wales 1942-1954! 
(Reports on Public Health and Medical Subjecs 
No. 104), by G. C. Tooth, M.D., D.P.M., and 
Mary P. Newton, M.A., is a review of the result 
in 10,365 patients who had a single leucotom} 
for the treatment of mental illness between 194: 
and the end of 1954. The diagnostic grouping 
the series was: schizophrenics 64%, affective 
25%, other diagnoses 11%. The age-groupin 
was: 36% under the age of 35 years, 60% e 
35 to 64, 4% 65 or over. The summing up 0 
results is: 36% of men and 44% of womed 
‘at least greatly improved after operation; 2° 
of both sexes worse; 4% of men and 3% 

women had died, their deaths being wholly : 
partly due to the operation. Improvement wa “S© 
most marked among the affective group an but c 
least among the schizophrenics’. (H.M value 


Stationery Office, price 2s. 6d.) | coagul 
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Hazards from Radioactive Materials (Medi phylac 
Research Council Memorandum No. 39) ha embol 
been prepared by the Council’s committee 4 furthe 
protection against ionizing radiations and is 4 jn cas 
extensively revised version of the first editiol are nc 
which was published in 1949. It is described 4 tions 
‘essentially an introductory manual intend4 yascy] 
mainly for the guidance in outline of those con yjcer. 






cerned with the manipulation of radioacti 
materials in laboratories and elsewhere’. (H. Rickets 


Stationery Office, price 1s. 9d.) eaten 

and hi 
Strontium go in Milk and Agricultural Materia cases o 
in the United Kingdom 1959-1960 is the four of wha 


of the Agricultural Research Council’s ser# A cont 
dealing with the contamination of human dif hypoca 
in this country by strontium go from fall-o¥ present 
It shows that the reduced rate of fall-of familia’ 


following the suspension of weapon tests causq imbala: 
the levels of strontium 90 in milk during 4 results 
early part of 1960 to be about half of those a y@ under < 


previously. (H.M. Stationery Office, price 
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NOTES FROM THE CONTINENT 


A European Newsletter 


FRANCE 


The rats of Paris —The rats of Paris are in good 
health. Such is the conclusion of H. Sapin- 
Jaloustre. The conclusion is not as irrelevant to 
human welfare as it might first appear, as rats, 
like the poor, are always with us, and it is 
estimated that in certain international ports the 
rat population is equal to, if not greater than, the 
human population. The Paris investigation, 
which was based upon a study of more than 500 
rats, revealed that not a single one showed any 
evidence of plague, but 20% of them showed 
evidence of leptospirosis icterohemorrhagica. In 
other words, from the public health point of 
view the rats of Paris are well under control, 
their only danger to human co-habitants being 
that of transmitting Weil’s disease. 


Anticoagulants in cerebrovascular disease.—A 
strong note of caution is sounded by Professor 
J. Barbizet and Cl. Labram in a discussion of the 
use of anticoagulants in the management of 
cerebrovascular accidents. They deprecate their 
use in the early treatment of such conditions, 
but consider that they may be of prophylactic 
value in the later stages. For this purpose anti- 
coagulants should not be used, as a general 
rule, until four weeks after the original accident. 
Occasionally this period may be reduced to two 
weeks. The main indication for this delayed pro- 
phylactic use of anticoagulants is cerebral 
embolism, in the hope that it may prevent a 
further embolic accident. It may also be used 
in cases of cerebral thrombosis, but the results 
are not so satisfactory. Definite contraindica- 
tions to the use of anticoagulants in cerebro- 
vascular accidents are hypertension, and peptic 
ulcer. 


Rickets in Paris.—A detailed study of etiological 
factors in rickets has been made by M. Lelong 
and his colleagues, based upon a series of 124 
cases of rickets with hypocalcemia and 106 cases 
of what is described as ‘normocalcemic rickets’. 
A control group consisted of 80 children with 
hypocalcemia without rickets. The evidence 
presented purports to show that there is either a 
familial predisposition to a phosphorus-calcium 
or some individual trait which 
results in certain children developing rickets 
under conditions of lack of vitamin D. 


Up to the age of 18 months there was a pre- 
dominance of boys (66%) with rickets, but 
above this age girls predominated (70%). This 
was irrespective of whether or not there was any 
phosphorus-calcium imbalance. The maximum 
incidence according to age was during the first 
3 months for hypocalcemia without rickets, 
between 6 and g months for hypocalcemic 
rickets, and between 9 and 12 months for rickets 
with normal serum calcium. Phosphorus- 
calcium imbalance was seldom found between 
June and September, its highest incidence being 
in the spring. In around 20% of cases hypo- 
calcemia and rickets were found in infants 
who had been breast fed for at least two 
months. 


Treatment of muscular contractures in paraplegia. 
—Subarachnoid injections of absolute alcohol 
are of value in the management of muscular con- 
tractures and the spastic bladder in paraplegics, 
according to M. Maury and his colleagues. This 
they achieve by a double action of the alcohol. 
In the first place its action in dissolving the 
myelin sheath means that its injection is the 
equivalent of a chemical rhizotomy. In the 
second place, depending upon the depth to 
which it is injected, it produces a fibrosis, more 
or less complete, of the medullary nervous tissue. 
The prime indication for this use of absolute 
alcohol is complete paraplegia, in which the 
muscular contractures are so violent as either to 
prevent any activity on the part of the patient 
or to reduce it to a marked extent. It should not 
be considered until eight to ten months after the 
onset of the paraplegia. Severe spasticity of the 
bladder may also be an indication, especially if 
the bladder is infected and there is therefore a 
risk of its capacity being gradually reduced by 
fibrosis. 

The alcohol is injected by lumbar puncture, 
with the patient’s head lowered so that the 
alcohol will reach all the sacral and lumbar roots 
as well as the lower end of the spinal cord. The 
injection is made slowly—1 millilitre per minute 
—and the amount injected ranges from 3 to 15 
ml. After the injection is completed the patient 
remains inclined at 40° for six hours and then at 
20° for a further six hours. He is then allowed 
to lie flat and remains thus for twelve hours. 
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Among six patients they have treated in this 
way, they have had one failure. It is estimated 
that 3% to 4% of paraplegics, who have 
muscular contractures and bladder spasticity 
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which are uncontrollable by other methods, are 
candidates for this method of treatment. Atten- 
tion is drawn to the fact, however, that it is of 
no value in relieving pain. 





ITALY | 


Malignant ovarian tumours.—As a result of the 
analysis of the records of 113 cases of malignant 
ovarian tumours operated on at the obstetrical 
and gynecological clinic of Milan, M. Carbonini 
has reached the following conclusions :— 

(1) The long-term prognosis is primarily 
dependent upon the degree of invasiveness of 
the growth at the time of operation. 

(2) The prognosis is poor in stage IV tumours, 
which represented about 50% of the tumours 
in this series, and it is unaffected by post- 
operative radiotherapy—whether this be deep 
x-ray therapy or cobalt therapy. 

(3) Preoperative treatment with telecobalt 
therapy, with or without the addition of chemo- 
therapy, is of value. 

(4) In the case of stage III growths, radio- 
therapy is of value as a complementary measure 
in cases in which complete surgical excision of 
the growth cannot be guaranteed. With this 
combined therapy, the author reports a mor- 
tality rate of around 30%. 

(5) The results of surgery, with or without 
radiotherapy, are satisfactory in stage I and II 
tumours. In this series no deaths have oc- 
curred among the 35 patients with stage I 
or II growths. 


Anabolizing steroids and endocrine osteoporosis.— 
Disturbances in calcium metabolism, charac- 
terized by osteoporosis, are not uncommon in 
certain endocrine disturbances, such as Cush- 
ing’s disease, acromegaly, and gonodal insuf- 
ficiency, according to G. M. Molinatti and his 
colleagues. This disturbance is directly cor- 
related with the endocrine imbalance, and is 
corrected when the endocrine imbalance is 
corrected. The treatment of the underlying 
endocrine disturbance is therefore the primary 
treatment of the osteoporosis. A more rapid 
amelioration of the osteoporosis, however, may 
be obtained by the administration of the 
anabolizing steroids. This effect of these steroids 
is presumed to be a non-specific one dependent 
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(Belgium), Le Concours Médical (France), Miinchener Medizinische Wochenschrift (Germany), ané 
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upon their protein-anabolizing action, and to be 
more pharmacological than endocrine in 
character. f 
W: 
Influenza and the heart.—In a follow-up of 80! felt 


patients who had influenza during the pandemic| syt 
of 1957, S. Montella and G. Ciani found eight Ho 
who had developed acute myocarditis as part| Ho, 
of their illness and still showed signs of heart pait 


disease at the follow-up three years later. The 
electrocardiographic abnormalities encountered 
in these patients included extrasystoles, A-V| 
block, right bundle-branch block, and _ intra 
mural block. In addition, some showed electro-| 
cardiographic evidence of myocarditis and of 
antero-lateral myocardial infarction. In four 
other patients—two with coronary disease and 
two with valvular lesions—the superadded in- 
fluenzal myocarditis had been responsible for 
the onset «of decompensation. 

In view of these findings, attention is drawn 
to the necessity for considering influenza asa 
possible etiological factor in all cases of so-called! 
primary myocarditis. 


Surgical treatment of atrial septal defects— 
Details of 80 cases of atrial septal defects 
operated on under visual control are given by 
R. Donatelli. In 48 of them extracorporeal| 
circulation without hypothermia was used, in| 
28 moderate hypothermia was used, whilst four, 
were operated on under deep hypothermia. Asa) 
result of his experience he recommends that) 








moderate hypothermia, which is so much 
easier to achieve and maintain, should be used 
for all the simpler procedures, such as repair of tod 
a patent foramen ovale. Cardiac arrest with deep ol 
hypothermia, on the other hand, is recommended pair 
for more complex procedures, such as repair 0 den 
defects of the ostium primum. r= 
The results obtained in this series are de- ies 
scribed as ‘very satisfactory’. There were four fie 
deaths: one was a ‘transfusion accident’, ont diffe 
was due to emboli, and two were due to hear ho 
failure. part 
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THE PRACTITIONER 
fifty Bears Ago 


JUNE 1911 


‘Delays have dangerous ends’ 
King Henry VI, II], ii, 33. 


‘WHEN no tangible cause can be perceived, or 
felt, to account for a pain’, writes John Bland- 
Sutton, F.R.C.S., Senior Surgeon, Chelsea 
Hospital for Women; Surgeon, Middlesex 


Hospital, in his article ‘On right-sided abdominal 
pain in women’, ‘it is so easy, and often unfair, 





Robert Pugh Rowlands, O.B.E., M.S., F.R.C.S. 
(1874-1933) 


to designate the patient as a neurasthenic; even 
if she comes into the lists of the hysterical her 
pain is real and a source of suffering’, Men- 
tioning the diverse opinions given to women 
who seek the advice of many practitioners about 
chronic pain in the right iliac fossa, he com- 
ments: ‘When the pain has been attributed by 
different observers to many organs, the patients 
are anxious to have the pain assigned to a 
particular organ before entertaining the idea of 
operation’. 

In ‘The current theories regarding arterio- 
sclerosis’, John Cowan, M.D., D.Sc., Physician, 
Royal Infirmary; Professor of Medicine, 
Anderson’s College Medical School, Glasgow, 
quotes Huchard’s saying, that ‘the treatment of 
arteriosclerosis is a régime and not a drug’, 
adding: ‘We can but proffer to our patient the 


ultimatum—a radical change of habits or a 
short life—and abide by the decision of the 
person most concerned’. Discussing the relief 
of symptoms he refers to the ‘host of vasodila- 
tors’ recommended, and warns ‘in arterio- 
sclerosis the high blood pressure is really a con- 
servative process, an attempt to remedy the 
circulatory difficulties that have arisen and any 
interference with it is just as likely to do harm 
as good’. 

R. P. Rowlands, M.S., F.R.C.S., Assistant 
Surgeon to Guy’s Hospital, writing on ‘Some 
complications of gastric ulcer, and their treat- 
ment’, expresses the opinion that in the presence 
of perforation ‘the abdomen should be opened 
at the earliest possible moment, for every hour 
of delay adds to the patient’s peril. The opera- 
tion is over in about 20 minutes and hardly adds 
to the shock’. In the section on hour-glass con- 
traction he writes: ‘All gastric operations should 
commence with a thorough exploration of the 
whole stomach and duodenum. Failure to do 
this has led to the overlooking of a small gastric 
pouch, with the result that a futile gastro- 
enterostomy with a pyloric pouch has been per- 
formed’. Study of the history of patients with 
gastric carcinoma, he writes, supports the view 
that the disease often starts in a simple chronic 
ulcer, ‘a powerful argument for more careful 
and prolonged medical treatment of acute ulcer 
as soon as it is diagnosed, and especially for the 
earlier surgical treatment of chronic ulcer which 
has resisted medical treatment’. 

Robert Pugh Rowlands was born at Towyn, 
North Wales, in 1874. When he entered Guy’s 
Hospital Medical School in 1892 he had to 
supplement his income by dispensing and 
coaching. During the next thirteen years he 
gained a remarkable number of prizes and 
medals, and obtained the M.B. in 1902, F.R.C.S. 
in 1901, and M.S. in 1903. Appointed demon- 
strator of anatomy with biology at Guy’s in 
1899, and surgical registrar in 1905, he became 
lecturer and demonstrator of operative surgery 
and teacher of surgical pathology in 1906. In 
the same year he was appointed assistant sur- 
geon. During the 1914-18 War he was attached 
to the 2nd London General Hospital, and also 
served at the Hall Walker Hospital and the 
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Russian Hospital. Rowlands became full surgeon 
at Guy’s in 1918. Elected to the Council of the 
Royal College of Surgeons in 1922, he was a 
vice-president in 1930-32, and Bradshaw Lec- 
turer in 1929, when his subject was ‘Surgery of 
the gall-bladder and bile ducts’. Not naturally 
skilful with his hands, he became a fine surgeon 
by sheer pertinacity. His rapidity as an operator 
came from simplicity of technique and avoid- 
ance of time-wasting procedures. An excellent 
anatomist, he was never dismayed by the un- 
expected. He wrote almost 200 papers, including 
many on orthopedic surgery and on the biliary 
apparatus. He was joint editor of the 1907, 1915, 
and 1927 editions of Jacobson’s “The Opera- 
tions of Surgery’. Rowlands was an excellent 
teacher who was always ready to give others the 
benefit of his vast experience. Those who en- 
joyed his hospitality at his country homes 
marvelled at his knowledge of plant life and 
animal lore. Patients were reassured by his quiet 
confidence and interest in their welfare, and 
students and assistants were proud to work 
under him. 

In “Traumatic neuroses and psychoses’, F. S. 
Palmer, M.D., M.R.C.P., Physician, West End 
Hospital for Diseases of the Nervous System, 
alludes to the ‘perilous state of our streets’ and 
to a Home Office report which ‘is not pleasant 
reading, for it shows a remarkable increase in 
the number of fatal street accidents in 1909. In 
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London alone (including the City), the record 
is 303 against 216 in 1908, and the increase was 
largely due to casualties arising from motor 
traffic’. 

R. T. Williamson, M.D., F.R.C.P., Assistant 
Physician, Royal Infirmary, Manchester, states 
in his article on “The termination in diabetes 
mellitus and glycosuria’ that in many cases ‘the 
patient’s urine may be kept free from sugar for 
years . . . the facts known justify us in the 
hope that by an early diagnosis and careful and 
prolonged treatment it may be possible in many 
cases to restore the sugar-destroying power to 
the normal state and to keep it normal’. 

In ‘An Ocean-Sanatorium’, A. Vavasour 
Elder, M.R.C.S., L.R.C.P., Late Surgeon, 
White Star Line, and the Orient Line, says that 
after several years afloat in large steamers he 
‘has come to the conclusion that the highest 
beneficial results possible are not obtained under 
the facilities existing for the sending of patients 
to undergo the sea-cure’. From ‘the hygienic 
point of view, it cannot be advantageous to 
patients to be ‘‘cabined, cribbed, confined”’ in 
the rooms ordinarily provided for passengers’. 
After describing the ideal vessel for use as a 
floating hospital, and the type of patient most 
likely to benefit from the sea-cure, he concludes 
that such a scheme ‘depends upon a happy com- 
bination between the professions, not always 
unallied, of medicine and philanthropy’. 
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Oxford 


Clinical Neurology 
SIR RUSSELL BRAIN, BT. 


Written especially for those doctors and 
students who need to know only the 
essentials of neurology but to know them 
thoroughly. The approach is essentially 
clinical, and full accounts are given of 
all the common disorders whilst most of 
the rarities are omitted. 


408 pages 96 illustrations 38s. net 


An Introduction to 
Medical Genetics 


J. A. FRASER ROBERTS 


An extremely clear account of the 
application of genetics to the practical 
problems of abnormality in disease, 
written primarily for clinicians and 
senior students who have no previous 
knowledge of genetics, based throughout 
on observations on the human subject. 


SECOND EDITION 276 pages 
107 illustrations 35s. net 
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U niversity Press 


Diagnosis in 
Locomotor 
Disorders 
KENNETH STONE 


An invaluable guide to differential 
diagnosis of diseases that may present as 
a disorder of the locomotor system, 
which here includes the limbs, neck, 
back, thorax, groin, and buttock, 
grouped under sixteen main headings 
such as aching, muscular atrophy, cramp, 
colour changes, deformities, involuntary 
movements, oedema, paraesthesia, 
spasticity, etc. 


224 pages 53 illustrations 25s. net 


A Clinical 
Introduction to 
Heart Disease 
CRIGHTON BRAMWELL 


Written specially for general practi- 
tioners this book discusses the diagnosis, 
treatment, and prognosis of patients in 
their own homes and by their own family 
doctor. Special emphasis is placed on 
those methods of diagnosis and treatment 
that do not require special equipment 

or hospital facilities. 


238 pages 62 illustrations 21s. net 
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Oxford 


Brucella Infection 
and Undulant Fever 
in Man 


SIR WELDON DALRYMPLE- 
CHAMPNEYS, BT., C.B. 


A concise account of Brucella infection 
in man based primarily on the author’s 
records of 1,500 cases seen personally by 
himself. Full accounts are also included 
of the disease as it occurs in other 
countries and reference is made to all 
published work of importance. 


208 pages 21 illustrations 25s. net 


Antibiotic and 
Sulphonamide 
Treatment 


A. R. ANSCOMBE, 
D. B. BROWN and 

D. M. DAVIES 

Edited by M. E. FLOREY 


A concise and practical guide to the 
Clinical use of antibiotics that gives an 
unbiased account of sound, present-day 
practice based on methods that have 
been fully tried and proved. 


160 pages 10s. 6d. net 





Uni versity Press 


Medical Surveys 
and Clinical Trials 
Edited by L. J. WITTS, C.B.E. 


An account of the methods employed in 
prevalence surveys; prospective, retro- 
spective and follow-up studies; prophy- 
lactic and therapeutic trials; and the 

use of volunteers, controls, placebos and 
questionaries in clinical trials. 


336 pages 17 illustrations 35s. net 


Major Endocrine 
Disorders 


S. LEONARD SIMPSON 
THIRD EDITION with the collab- 
oration of A. STUART MASON 
and G. I. M. SWYER 


A straightforward, comprehensive yet 
concise account of all the major endocrine 
disorders that are likely to be encoun- 
tered by general practitioners covering 
fully diagnosis, prognosis, and treat- 
ment. In addition physiology and 
chemistry are discussed in sufficient 
detail to enable modern laboratory 
investigations to be fully understood. 


468 pages 55 illustrations 50s. net 
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A.R.N.M.D. SERIES ... 


The volumes of this series are based on the official 
roceedings of the Association for Research in 
ervous and “Mental Disease. 


VOL. XXXVIII: Neuromuscular Disorders 
813 pages Price 160s. 


MILLER 
A Textbook of Clinical Pathology 


By Seward E. Miller, M.D. (Editor) 
Medical Director, United States Public 
Health Service. With 9 Contributors. 
6th Edition 860 pages 220 illustrations 

Price 120s. 


MODERN TREATMENT 
YEAR BOOK 1961 


Edited by Sir Cecil Wakeley, Bt., k.B.E., 
C.B., LL.D., M.CH., D.SC., F.R.C.S., F.R.S.E., 
F.R.S.A., F.A.C.S., F.R.A.C.S. 


320 pages 32 pages of plates Price 35s. 


MOSS and McQUOWN 
Atlas of Medical Mycology 
By Emma Sadler Moss, B.S., B.M., M.D., 
Director of Pathology, Charity Hospital 
of Louisiana at New Orleans; Clinical 
Professor of Pathology, Louisiana State 
University School of Medicine. 
Albert Louis McQuown, B:S., B.M., 
M.D., Pathologist, Our Lady of the 
Lake Hospital, Baton Rouge, Louisiana; 
Clinical Associate Professor Pathology; 
Louisiana State University School of 
Medicine, Visiting Pathologist, Charity 
Hospital of Louisiana at New Orleans. 
259 pages 248 illustrations Price 88s. 


MURPHY 
Nature of Rheumatic Heart Disease 
(With special reference to Myocardial 
Diseases and Heart Failure) 
By George E. Murphy, M.D., Associate 
Professor of Pathology, New York 
Hospital-Cornell Medical Centre. 
54 pages 14 chapters 162 brilliant four- 
colour illustrations Price 28s. 


Bailliere, Tindall & Cox 
gues 7-8 HENRIETTA STREET, LONDON, W.C.2 —— 
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Birmingham 
Medical Exhibition 


PRINCES HALL, BROAD STREET 
Sune I2th—16th, 1961 


Official opening ceremony to be performed by Professor Ian E. Bush, 
Ph.D., Bowman Professor of Physiology, at 
2.30 p.m. on Monday 12th June. 

Official personal invitations will be posted to members of the pro- 
fession, and if not received by May 3lst, please apply to: 


The Secretary, 
Birmingham Medical Exhibition, 


London, E.C.2 


194-200, Bishopsgate, 
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‘ Important New Books and New Editions 


TEXTBOOK OF MEDICAL TREATMENT 


Edited by SIR DERRICK DUNLOP, SIR STANLEY DAVIDSON and Professor 
STANLEY ALSTEAD 


Eighth Edition 1,003 pages 38 illus. 60s. 





Recurrent Dislocation of the Shoulder Surgery is Destined to the Practice of 
By Dr. H. F. Moseley. 176 pages. 128 illustra- Medicine 
tions, including 35 colour stereos. £6 The Hunterian Oration, February 1959 


Surgery of Repair as applied to Hand SY iiusewtana® “*sorores 81 pate, 


Injuries 
Second Edition. By Mr. B. K. Rank and Mr. A.R. Some Aspects of Obliterative 


Wakefield. 298 pages. 486 illustrations. 45s. Vascular Disease of the Lower Limb 


By Mr. J. A. Gillespie and Professor D. M. Douglas. 

Proceedings of the Fourth 148 pages. Fully illustrated. Sos. 
International Congress on a 

Clinical Chemistry, 1960 a ee pages. 149 illus- 

220 pages. illustrated. 35s. trations. 37s. 6d. 


Surgical Treatment of Bone and Joint 


bog Mr. W. H. Kirkaldy-Willis ang 22 Treponematosis 
Y Fer. Te OG, FOF. VV. Ot. RIFKGY-VUCNS OF Second Edition. By Dr. R. C. L. Batchelor and 
Mr.A.J.M.Cathro. 145 pages. [75 illus. 30s. Dr. Marjorie Murrell. 332 pages. 89 illus. 25s, 


E. & S. LIVINGSTONE, LTD., EDINBURGH, |! 
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Just Published 


DRUGS IN THE TREATMENT OF DISEASE 
Medium 8vo. 570 pages. Price 35s. (by post 36s. 9d.) 


A Short Manual of Veneral Diseases 














An authoritative guide to the use and comparative efficacy of many drugs 
developed in recent years. It assists the practising doctor to compare the 
newer drugs with each other and with those older remedies that are still the 
best of their kind. Information is also given regarding toxic and side effects. 
Compiled from the series of articles published in the British Medical Journal, 
it presents an up-to-date, indexed authority on medicinal treatment—of 
considerable help to the doctor in choosing the best drug for his patient. 


Send for your copy to: 


Publishing Manager 

BRITISH MEDICAL ASSOCIATION 

B.M.A. HOUSE, TAVISTOCK SQUARE, LONDON, W.C.1 
or your usual bookseller 
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Important news for users of Parenteral Iron 


renewed interest in intravenous iron 

Since Richmond (1957-1959) reported the induction of sarcomas in rats by iron dextran and 
these findings were confirmed by Haddow and Horning (1960) in mice, there has been a great 
deal of discussion and speculation as to how far this carcinogenic activity is applicable to man. 
Undoubtedly, out of this has arisen a renewed interest in intravenous iron, for when oral iron 
fails as a treatment for simple iron deficiency anaemias, parenteral iron becomes an almost 
irreplaceable therapy. Poor intestinal tolerance, malabsorption, and late pregnancy when time 
does not allow a trial of oral iron; all are indications for the parenteral route. 


early work 

Earlier workers investigated the intravenous route and Nissim (1947) established that sacchar- 
ated iron oxide was effective intravenously, but it did have the disadvantages of lack of stability 
in the plasma, the risk of severe and painful reactions when injected outside a vein and a 
moderate incidence of toxic reactions. Useful as such a preparation was at that time it was not 
considered completely satisfactory. There was a need for a preparation which was free from 
general toxic reactions, stable in the plasma, did not cause severe reaction if accidentally injected 
outside a vein and was effectively utilised. 


now 

Astrafer I.V.* a preparation developed by Astra in their research laboratories is now available 
and does fulfil these requirements. It has been extensively tested and Anderson, Lucas and 
Hagedorn all report on its effectiveness and freedom from toxic reactions. This has been con- 
firmed in this country in a report to be published. 

Astrafer I.V. is a high molecular weight iron carbohydrate complex, containing 20 mgm of 
trivalent iron per ml. in an isotonic solution. It has a pH of 7.3 and it is stable in plasma. A 
completely new form of intravenous iron not to be confused with the earlier saccharated iron 
oxide and iron dextran preparations. 


freedom from toxic reactions 

Haemolysis is often regarded as a useful guide to the toxicity of iron complexes-Astrafer I.V. 
has negligible haemolytic activity and is extremely stable in the plasma. It clears rapidly from 
the circulation. Clearance is virtually complete within 24 hours following injection. This rapid 
rate of clearance is maintained throughout the course of treatment and repeated injections of 
Astrafer produce no accumulation of iron in the circulation; unlike earlier preparations where 
clearance is slow and serum iron values tend to increase as repeated doses are given. No cases 
of thrombophlebitis or pain. along the course of the vein have been observed, and even when 
there has been accidental injection outside the vein local toxic reaction has been confined 
to a mild inflammation which rapidly disappeared and did not interfere with further injections. 
General reactions are very rare and mild in nature. 


summary 
Astrafer I.V.* is a new, stable and effective form of intravenous iron of low toxicity which 
gives almost 100% utilisation of the iron. Available in sterile ampoules of 5 ml. packed in boxes 
of five and twenty-five. 


Further information is available on request from the Medical Dept. 
Astra-Hewlett Limited 
King George’s Avenue, Watford, Hertfordshire. 
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Smallpox in 1960 

IN spite of sporadic outbreaks, smallpox would 
appear to be coming under control. The number 
of cases in 1960, around 51,000, is well down. 
The decrease of around 23,000 cases, compared 
with 1959, is attributable almost entirely to the 
improvement of the situation in East Pakistan 
and India, where some 27,000 cases were noti- 
fied in 1960 compared with about 49,500 in 
1959. Among the countries which did not report 
any smallpox in 1960 were Angola, Basutoland, 
Cambodia, Cameroun, Iraq, Qatar, Singapore, 
and Viet-Nam. This does not mean, of course, 
that smallpox has been eradicated from these 
countries, as is shown by the current outbreak in 
Basutoland. On the other hand, the general 
situation is satisfactory, in so far as the number 
of cases throughout the world reached 489,000 
in 1951, remained below 150,000 from 1952 to 
1957, rising to 242,000 in 1958 as a result of 
the outbreaks in East Pakistan and India 
(218,000 cases), falling again to 74,000 cases 
(including 50,000 in East Pakistan and India) 
in 1959. 

Success, however, is dependent upon con- 
tinuous vigilance. In 1960, many towns near a 
seaport or airport reported cases of smallpox. 
The most notable instances of this were the 
export by sea of smallpox from Calcutta and the 
Persian Gulf to Suez, by air from India to Great 
Britain, and from India to Moscow where a 
small epidemic resulted. The factors responsible 
for this proclivity of smallpox to spread by air 
transport are the long duration of the incubation 
period,.the slight initial symptoms which may 
pass unnoticed, especially in those who have 
been previously vaccinated, and the increasing 
speed of aircraft. 


Influenza 

Is influenza a disappearing disease? Such is the 
intriguing question raised by a consideration of 
a recent study of mortality from the disease, 
which has been made by WHO (‘Epidemio- 
logical and Vital Statistics Report’, 1960, 13, 
No, 11-12). Although in the 13 countries 
examined there has been a marked up and down 
movement in the number of deaths from 
influenza, mortality has followed a downward 
trend throughout the world since 1921. In the 
United States, for instance, there has been no 
teally high peak incidence in the number of 


deaths since 1929, when the influenza death 
rate was 55 per 100,000 population. Since the 
1939-45 War the highest rate has been 6.3 per 
100,000—in 1946. The United Kingdom shows 
a similar picture except that all figures are 
proportionately higher. The peak here was 
also in 1929, with 73.4 deaths per 100,000. 
The rate dropped to 2.9 in 1948, and even in 
the 1957 epidemic it only rose to 15 per 100,000. 

The reasons for this progressive decrease are 
not clear. Either the influenza virus is losing its 
virulence, or man himself is better able to 
resist it. Probably both factors play a part. 
Although the virus has changed a number of 
times in the last 30 years, each change has 
reduced its killing properties. The Az2 virus of 
the 1957 epidemic, which was also responsible 
for most of the 1961 epidemic, is certainly a 
less harmful variant of the A virus than that 
which proved so lethal in 1919. The experts, 
however, have a profound respect for the 
influenza virus and have issued the warning 
that there must be continuous observation of 
the modern strains in case the downward trend 
in virulence of the past 30 years should sud- 
denly be reversed. 

So far as man’s ability to resist the viruses 
is concerned, it has to be admitted that in 
general he is better fed and better housed. 
The introduction of the sulphonamides and 
antibiotics has also played its part by con- 
trolling some of the bacterial complications of 
the disease. So far as vaccination is concerned, 
it is difficult to tell what part it may have played 
in reducing the mortality figures. The trouble 
here is that it is difficult to make sure that 
there will be enough of the right vaccine 
available when a new strain of the virus begins 
to spread. 


Gastroenteritis 
IN an article on ‘Laboratory Diagnosis of 
Gastroenteritis due to Escherichia coli’ by K. B. 
Rogers and Joan Taylor (Bull. Wid Hith Org., 
1961, 24, 59) there is a section devoted to the 
management and prevention of an epidemic of 
E. coli gastroenteritis. The first step is to 
examine the feces from every patient in the 
ward; if fecal specimens are not available, then 
a rectal swab should be taken but this must 
show fecal staining. 

If an epidemic occurs in a ward in which 
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there are many babies, all should be given 
chemotherapy or chemoprophylaxis, and no 
more babies should be admitted to the ward. 
Once the bacteriological results are available, 
therapy can be confined to those who are ex- 
creting the pathogenic serotype. Neomycin is 
described as ‘a valuable antibiotic for this 
therapy’, but in some parts of the world— 
notably in France—many strains of the entero- 
pathogenic serotypes of E. coli are resistant to 
neomycin. As it is impossible to predict which 
antibiotic will be best for treatment in any 
fresh epidemic, in vitro sensitivity tests should 
be carried out on every strain which is isolated. 
Chemotherapy should be given for 7 to 1o days. 
As 20% of the carriers may re-excrete the or- 
ganism some time after therapy has been dis- 
continued, there is a danger that excretors will 
be present in the ward and an endemic infection 
be established. To avoid this, a careful and 
regular examination of the feces should always 
be made to detect as early as possible any baby 
who is an excretor. 

The ward should be fumigated as soon as all 
the patients have been discharged. Formalin is 
effective provided that the ward can be properly 
sealed to prevent draughts and leakage of the 
vapour. Ethylene oxide has been used instead 
of formalin but, although it is less irritant, it is 
probably as toxic as formalin. Cleaning and 
washing of the walls and furniture with dis- 
infectant is sometimes tried, but the surface 
application of a disinfectant has been shown to 
be an unsatisfactory method of killing the 
enteropathogenic type of E. coli in a ward 
which has been heavily contaminated. 


Leukzmia and Radiation 
Last September the WHO Scientific Group on 
Radiobiology recommended a study of the 
incidence of leukemia in patients treated with 
radiation for cancer of the cervix. The aim of 
this study is not only to determine the incidence 
of leukemia after radiation treatment for cancer 
of the cervix, but also to determine variation in 
the incidence as a function of the time elapsing 
after exposure, and (if an increased incidence is 
found) to relate the findings to those of other 
studies. Further, it is hoped to provide informa- 
tion of value in the further elucidation of the 
dose-response relationship between exposure to 
radiation and the incidence of laukzmia at these 
relatively high exposure levels. This will involve 
a large number of patients, accurate estimates of 
radiation exposure and careful follow-up of 
individuals after exposure. 

The project, which has been planned and 
which is now under way, is that all patients 
with carcinoma of the cervix seen during a 
period of five years in the collaborating clinics 
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should be kept under observation. They will be 

seen at six-monthly intervals, and samples of 
their peripheral blood will be taken for full 

hematological examination. A coordinating 

centre will receive and evaluate the data and 

prepare draft reports. 


Leukzmia in Man and Animals 
IN an attempt to elucidate the causation of 
leukemia, an increasing interest is being shown 
in the study of leukemia in animals. It was 
therefore appropriate that earlier this year WHO 
should convene a conference of medical and | 
veterinary investigators of leukemia. This was | 
held in Philadelphia, with the aim of reviewing 
present knowledge in this field and to determine 
the most fruitful lines of research, in particular 
those requiring international coordination by 
WHO. Technical criteria were laid down for 
special investigations on aspects such as diag- 
nosis, epidemiology, transmission, and virology. 

Among the points brought out at the con- 
ference was the fact that bovine leukzmias are 
commoner in certain areas of Northern Europe 
than in many other parts of the world. Further, 
there is some evidence suggesting a recent in- | 
crease in the incidence of bovine leukzmia in 
the United States and in parts of Europe. 
Studies are being planned in the United States | 
to ascertain whether there is any correlation 
between this apparent increase and high natural | 
background radiation. Various investigators | 
have reported the isolation of infectious agents, 
presumably viruses, causing leukemia in 
animals. If substantiated, these findings could 
have a bearing on the problem in man. 





Nursing in the Eastern Mediterranean 
‘COMPREHENSIVE nursing care’ was the theme of 
the first regional seminar on nursing to be held 
in the Eastern Mediterranean Region, which 
took place, under the auspices of WHO and the 
Government of Pakistan in Lahore towards the 
end of last year. This type of care was described 
as a return to the warm personal care of the 
patient as given by the old village nurse, but 
reinforced by modern concepts of public health 
and of social, medical, and_ other sciences. 
Although the nurse providing such care is not a 
psychiatric social worker, a sanitary engineer, 
or a community development specialist, any 
more than she is a physician, she has certain 
knowledge and skills in common with each of 
these workers. Comprehensive nursing care, it 
was contended, can be given by a nurse with 4 
sound knowledge of. good health practices and 
of nursing skills, sensitivity to the needs and 
problems of the people and to their readiness to 
accept help, and ability to see and use everyday 
opportunities for giving such help. 

(Continued on page Aid) 
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Considerable attention was given to the 
question of training for comprehensive nursing 
care, and it was recommended that the selection 
of candidates should be improved through 
frequent study and revision of admission 
requirements aimed at a gradual upgrading of 
standards. It was also suggested that the basic 
nursing curriculum should be revised to include 
an early introduction to the nurse’s responsi- 
bility for the promotion of health and the 
prevention of disease; to use actual cases as 
well as textbooks as source material in teaching; 
to include training in social studies and psy- 
chology; to give scope for training for leader- 
ship; to arrange for effective correlation of 
classroom teaching and clinical practice and for 
cooperative planning between school and service 
staff, while encouraging the establishment of 
schools as autonomous institutions. 

A number of measures were recommended to 
meet the current shortage of nursing personnel. 
These included: training well-qualified nurses 
to educate and supervise others; training a 
larger number of auxiliary personnel to work 
under the supervision and guidance of pro- 
fessional nurses; by the use of all available 
personnel, including married nurses, who could 
be employed on a part- or full-time basis; by the 
reassignment of duties that keep the nurse from 
the bedside; and by the allocation of non- 
nursing tasks to others than the nursing 
personnel. 


Mosquitoes and Their Legs 

Ont of the results of the introduction of insecti- 
cides has been a world-wide intensive investiga- 
tion of the mosquito and its habits. An interest- 
ing development in this research has been the 
fresh light thrown on the way in which a 
mosquito stands. Apparently the weight of a 
resting mosquito is not distributed evenly over 
its six legs. As is shown in the accompanying 
photograph, which is taken from an article by 
E. Ungureanu, V. Crismaru and E. Burghele, 
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which is to be published in an early issue of the | 
Bulletin of the World Health Organization, the | 
contact of the forelegs with the resting surface 
is small, only the claws touching the insecticide, 
The middle legs have more contact, but the 
hind legs bear most of the insect’s weight, 
usually asymmetrically. As will be seen from the 
photograph, several tarsal segments of the left | 
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hind leg are in contact with the surface, 
the right hind leg touches it at only one 

The practical significance of these 
tions is that residual insecticides are picked 
by insects’ legs, and the amount 
depends upon the size of the contact area. 
in insecticide susceptibility tests, only 
quitoes which have not lost any legs should be 
used, as otherwise the results of 
trials will be invalidated. The relative 
ance of the hind legs is not confined to 
quitoes. Research on the uptake of colouring 
matter by the legs of various species of insects 
has given similar results. 
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THE WORLD'S GREATEST BOOKSHOP 


@ There just isn’t another bookshop, anywhere, to compare with the 
fabulous Foyles ® 


119-125, CHARING CROSS ROAD, LONDON, W.C.2 


(Two minutes from Tottenham Court Road Statios) 
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Famed Centre for 
MEDICAL BOOKS 


—A Customer’s Letter 


Open 9-6 (inc. Sats.) 
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Metanium 
Ointment 
& Powder 


soothes 
protects 


heals 
chafed and 


sensitive skin 








Titanium and Silicones. Metanium Ointment and 
Powder contain Titanium—a therapeutic and non-toxic 
element that plays an increasingly important part in 

the prophylaxis and treatment of skin lesions. In the 
Ointment this element is incorporated with silicone 
compounds to augment the water-repellent properties 
of the preparation. The Powder presents Titanium 
salts together with an absorbent. Either preparation 
may be used alone: for maximum therapeutic effect, 
Metanium Powder should be sprinkled generously over 
a thin film of the ointment. 


Indications Weeping skin lesions, fissures, broken 
tissué, nappy rash, bed sores and chafing etc. 


Packs and basic NHS costs 

Ointment: }0z. tube, 1/8d; 1 1b. dispensing pack, 20/-, 
5 lb dispensing pack 80/-. 

Powder: 1 0z sprinkler, 1/8d, 40z dispensing pack 3/9, 


Bengué & Co Ltd 


Mount Pleasant Wembley Middlesex BG 31 
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Cars 


will fly... 


because it’s cheaper to the 
Continent this year by 


SILVER CITY 


© Off-peak fares extended 


@ Midsummer fares reduced 
at weekends 


© Cars from £3.0.0. single 


® Motorcycles & Scooters 
from 2s.6d. 


Frequent daily services to Le Touquet, 
Calais, Ostend and Cherbourg. 


Full details from your Travel Agent, 
A.A., R.A.C., or direct from 
SILVER CITY AIRWAYS LTD., 
62 Brompton Road, S.W.3. KEN 4567 


SILVER CITY 


FASTEST, MOST FREQUENT, YEAR-ROUND 
FERRY TO THE CONTINENT 


ee 








465 inches of filin 
or 3,720 N.H.S. 
8 wallets per inch in the 


AMERSON MODEL 5457 Cabinet 


ALLETS at 


Expertly designed for maximum capacity 
within a compact unit, this cabinet is 
functionally conceived to house your 
N.H.S. forms, in particular forms ECS 
and EC6. Each one of the five drawers is 
partitioned to hold four rows of records. 


In best quality steel, stove enamelled in 
a variety of colours and finishes. 





For further information, please write to: 


AMERSON LIMITED 
Merstham Road, Mina Road, Bristol 2 
Telephone: Bristol 57748 


Also available from leading Surgical Instrue 
ment and Office Equipment suppliers. 
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VELROC* 


plaster of paris bandages 


Top of the bill with a strong 
supporting cast—VELROC Plaster 
of Paris Bandages. A strong, 
quicker setting, creamy plaster, 
firmly bonded to the base-cloth, 
enables VELROC casts to be applied 
simply and rapidly and they are 
more economical in use because 
of their strength and faster 
setting. VELROC casts are stronger, 
yet light and comfortable to wear, 
and do not separate into layers 

or become soggy. They cut 
crisply and cleanly and can be 
easily removed. 


PRODUCTS TO MATCH 
THE SURGEON'S SKILL 


q (Gt Britain) Ltd ‘ 


HOSPITAL DIVISION SLOUGH BUCKS 





* trade mark 
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Teaching Emphysema Patients 
Diaphragmatic Breathing 


SPENCER'S GORDON-BARACH SUPPORT CAN HELP! 


It visually demonstrates to the patient whether or not his 
diaphragmatic breathing technique is correct. 

It strengthens abdominal muscles through exercise—thereby making 
the practice of diaphragmatic breathing more instinctive. 

Expiratory ventilation of lungs is improved by the recoil-type 
thrust of the springs during exhalation. 























The Gordon-Barach Support is an adjunct to diaphragmatic breathing. 
Special steel springs incorporated into the abdominal pad are 
compressed during inhalation when abdominal muscles are properly 
used. Increased tension of these compressed springs aids expiratory 
ventilation. 


For further information write to:- 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of SURGICAL & ORTHOPAEDIC SUPPORTS 


Spencer House, Banbury, Oxfordshire . Tel. 2265 


LONDON OFFICE: 2 South Audley Street, W.I1 Tel. GROsvenor 4292 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
THROUGH SUBSIDIARY COMPANY, SPENCER (SURGICAL SUPPLIES) LIMITED 
Trained Retailer-Fitters resident throughout the Kingdom. Name and address 
of nearest Fitter supplied on request 
Copyright 
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Ruth S. Mimons (1898-1951 


Born 1898, weight 7 lb. 3 oz.; died 1951, weight 14 st. 4 Ib. 
Cause of death: post-operative complications aggravated by obesity. 


for your PERSISTENT overeaters 


mowy Ju.ewornor 


assures TENACIOUS appetite control 


Levonor successfully secures patient co-operation in 
reducing programmes: weight losses have averaged 
2-2°4 lb. a week. 15%, It can be taken in the late 
evening to suppress night-hunger, without causing 
sleeplessness. 


Tolerance to Levonor has not been reported. 
Levonor does not cause habituation, even after 
lengthy use. 


One 5 mg. tablet t.i.d. Levonor (levo-amphetamine 
alginate) is available as 5 mg. tablets in containers of 
30 and 250. Basic NHS costs 3s. 4d. and 23s. 6d. 
respectively. 


1. Med. Ann. Distr. Columbia (1958), 27, 507. 


2. F. med. Soc. N. F. (1959), 56, 339. 
3. F. Amer. med. Ass. (1958), 167, 443. 


Miss Minions is imaginary. No resemblance to any real person, 
living or dead, is intended. ‘ LEVONOR’ is a trade mark 


GS197(S) 
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makes the most intimate contact with the skin 


PREDSOL 


clearly the most soluble prednisolt 


Predsol is a Glaxo trade mark 


GLAXO LABORATORIES LIMITE 
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METHOSERPIDINE 


When mental alertness 
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Selective hypotensive agent 


in 







— without sedative or tranquillizing action 
v without other side effects 


with sustained reduction in blood pressure 








Dosage: Three 10 mg. tablets daily 


Packing: | Scored tablets 
5 mg. (white). Bottles of 20 & 100 
10 mg. (pink). Bottles of 20 & 100 
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e 


LONDON N.W.10 
LADbroke 6611 
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Lasting confidence — 
‘Hydroderm’ 


continues to be 
the most widely prescribed 
steroid-antibiotic 
skin ointment 


‘HYDRODERM’ combines hydrocortisone therapy 
with two topically effective antibiotics, neomycin and 
bacitracin, for the treatment of inflammatory lesions of 
the skin complicated by the threat, or presence, of bacterial 
infection. Its soothing effect often is apparent within one 
hour of the first application. 


HYDRODERM... 


HYDROCORTISONE-NEOMYCIN-BACITRACIN OINTMENT 





Presentation: Tubes of 5 G. and 15 G., each gramme containing 
10 mg. hydrocortisone, 5 mg. neomycin sulphate and 1,000 units zinc 
bacitracin. 


NEW REDUCED PRICES: The United Kingdom N.HS. basic 
costs are now 4s. 3d. per 5 G. tube, 10s. 6d. per 15 G. tube. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Uniquely effective in 


antibacterial 
and antiamoebic 
therapy 


@UKAPSEALS 


HUMATIN® is unique among broad-spectrum antibiotics 
in that it is highly effective against intestinal amoebiasis 
as well as many types of bacterial enteric infections. 
HUMATIN (Paromomycin, P.0. & CO.). has also been 
found useful in the management of hepatic coma-_and 
in suppressing, pre-operatively, the normal intestinal 
microflora. 


Available in Kapseals* each containing the sulphate equivalent to 
250 mg. paromomycin base. in bottles of 16 and 100. 


STRADE MARK 


ate 
PARKE- ey WAL g IP: PARKE, DAVIS & COMPANY, HOUNSLOW, MIDDLESEX. Tel: HOUnsiow 2361 
“ELA? ine. USA. Liability Lomited 
. 
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A 26 THE PRACTITIONER 































Gastric crises occur even in Doctors’ houses—so 
we learn from letters received. When they do, the 
cry goes forth “Is there a Droxalin in the house?” 
Doctor must then perforce produce two Droxalin 
Tablets from somewhere—probably the top drawer 
in his surgery desk. Whether the trouble be 
indigestion, Gastric Ulcer or Sickness of Pregnancy 
“Two Tabs. Droxalin” bring speedy relief. They are 
also easy to chew and most pleasant to taste. 


This medical confidence in Droxalin is reflected 
also in its wide prescribing, hence the ever-growing 
question in a Gastric Crisis ‘Is there a Droxalin 
in the House?” 


Many Doctors write to us about Droxalin. Here are 
some typical extracts from their letters. 


: L 
fi . » 








«| myself suffer from a Duodenal “An excellent Tablet for 
Ulcer and obtain instant relief 


from abdominal discomfort by indigestion and in particular for 














sucking one of your Droxalin the indigestion of pregnancy.” 
Tablets.” 

L.R.C.P., LRCS., LRF.P.S. M.B., B.S., D.A. 
“I often have acute Dyspepsia “Droxalin gives rapid relief to 





abdominal pain and discomfort 
due to Hyperchlorhydria and 
Droxalin by my bedside.” Peptic vie Y 


) M.B., B.S., F.R.CS., LR.C.P. M.B., Ch.B., M.R.C.S., L.RC.P. 


and find it necessary to keep 





ACTIVE INGREDIENTS: 


PACKING AND PRICE 
Droxalin Tablets are hygienically packed in film strips of 6, in cartons 
of 30 and dispehsing packs of 500. Prescribable on E.C.10 N.H.S. cost 
2/2 for 50 tablets. 


DROXALIN 


TABLETS 


ACID ADSORBENT 
speed of action plus palatability 






PHILLIPS, SCOTT & TURNER - SURBITON - SURREY 
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Dried Aluminium Hydroxide Gel. B.P. sceawecosenecoue 2.5 grains. 
Magnesium Trisilicate B.P. Sushesvenactesosoos 2.5 grains, 
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is the cover of a hi-fi gramophone record which is available 
free to the medical profession 
Tiie-récord contains recordings of a series of heart sounds encountered 
* tn ‘thé. mest common congenital and acquired cardiac defects: 
a A \anpheffrieta septal defect - Interatrial septal defect - Pulmonary 
5 = Stenosis Patent ductus arteriosus - Mitral stenosis - Mitral 


% z o a ~_insafiaréncy - Aortic stenosis - Aortic insufficiency - Hypertension 


~ within the systemic circuiation - Hypertension within the pulmonary 
circulation - Gallop rhythm - Sclerosis of the aorta - Pericarditis. 


Write to Leo Laboratories Ltd., 223 Kensington High Street, London, 
and the record will be mailed to your address. 
OFFER APPLIES IN U.K. AND IRELAND ONLY. 


LEO LABORATORIES LTD., 
re) 223 Kensington High Street, London, W.8. 
ae. LEO IRELAND LTD., Cashel Road, Crumlin, Dublin, 12. 
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doctors wives give 
a big thank you 








— for shining 
spotless hygienic floors 
in hall, waiting room 
and surgery ALWAYS 
—and without drudgery 


All your floor problems are solved when you instal 
one of these handy little COLUMBUS-DIXON 
machines. Scrubbing, washing, polishing, drying— 
all are taken care of in no time at all and without 


any effort whatsoever. 


And in a matter of seconds this machine is con- 
vertible into an efficient, powerful suction-cleaner 
to take regular care of carpets, rugs, upholstery 


and curtains. 


These machines are designed so that rigorous dust 
and dirt control is scrupulously maintained right to 
the point of disposal. Pathological tests have proved 
their striking effectiveness in reducing the incidence 
of infection from dust-borne pathogenic bacteria. 


SEND FOR FULL PARTICULARS TO 


COLUMBUS-DIXON 


Wembley, Middlesex. WEMbley 6001 


Manchester * Glasgow * Birmingham 
4 


ORGANIZATION 
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a fresh start in 
the treatment o 
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ELASTIC HOSIERY | 


The name Scholl on the prescription ensures 
support, fit and comfort for the patient 


























A rational procedure... 


WHEN PRESCRIBING ELASTIC HOSIERY 
ON £.C.10's i aoe j 


AVERAGE CASES 
Specify -— 
ELASTIC YARN, Scholl 


(worn under usual hose) 





evailable in — 
Thigh Stockings 
(kept up with suspender 


Below-knee Stockings 
(non-slip, stay up without suspender 
The below-knee stockings are 
generally preferred by male 
patients 





MILD AND 
EARLY CASES 


Specify :-— 
NYLASTIK, Scholl 


(full-footed, closed-toe style, for 
women patients) 


These lightweight nylon 
elastic stockings provide a 
degree of support that is 
entirely adequate in many 
cases of early varices, and in 
pregnancy. 





The patient gains the support that you wish 
her to have, yet is spared the embarrassment 
of revealing that she wears elastic hose. 

















THE SCHOLL MFG. CO. LTD., 182-204 ST. JOHN STREET, LONDON, E.C.1 
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| 
Geigy Specific uricosuric Initial Control Dosage 
agent for the long 400-600 mg daily in 
res term treatment of divided doses after food 
Chronic Gout Maintenance Dosage 
ent 200-400 mg daily in 
divided doses after food 
Anturan is 1,2-Diphenyl- 
— 3,5-dioxo-4-(2'-phenyl- 
sulphinylethyl)- 
| Geigy Pharmaceutical pyrazolidine 
Company Limited, Containers of 100 x 100 mg 
Manchester 23 tablets 


Geigy 
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Delta-Butazolidin 











Combined 
low dosage 
antirheumatic 
Minimizes 
the risk of 
hormonal 
imbalance 
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to the point where they can relfenj 





elfenjoy their pleasures to the full. 














A new Wyeth product When diarrhoea may spoil the holiday | fact 


, ; can 

a | the 
x I iif ' VQ Mae Nd T 
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allows prompt, complete control Ene 
clud 

indi 

Regardless of aetiology, Sulphamagna* will stop most cases of tian 
diarrhoea quickly and reliably. Sulphamagna contains activated able 
attapulgite, the first powerful new adsorbent since kaolin, with many | deta 


times its effectiveness in removing toxins, bacteria, viruses and 

intestinal irritants. In addition, by providing wide antibacterial cover 

against most of the pathogens likely to cause diarrhoea, Sulphamagna 

allows you to provide comprehensive treatment and quick remission } 25e 
of your patients’ disturbing symptoms. 

Prescribe Sulphamagna for your next patient with diarrhoea. 


Bottles of 114 ml. Each 30 ml. suspension contains 2.0G. Activated Attapulgite, 0.2G Streptomycin base 
(as Sulphate B.P.), 2.0G Phthalylsulphathiazole B.P., and 0.5G Sulphadiazine B.P. 





W/o LONDO 
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DIET PROBLEM? 


TAKE A CARD... when diet is an important 
factor in treatment, it saves valuable time if you 
can put your finger on an indexed card giving 
the appropriate diet. 

The Energen Desk Filing Box with its selec- 
tion of standard diets is but one of the aids 
provided for the general practitioner by the 
Energen Dietary Service. Other facilities in- 
clude the preparation of special diets for 
individual cases, and consultations with a dieti- 
tian where desirable. These services are avail- 
able free in the United Kingdom. For full 
details please write to: The Manager 


THE ENERGEN DIETARY SERVICE 





& 





25a Bryanston Square, London, W.1. Telephone: Ambassador 9332. 
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With Tampax, women can bathe, swim, splash, dive— 
have fun—as they would any other time of the month, 


Millions of women all over the world are 

using Tampax. 

Invented by a doctor for the benefit of all women 
... married or single, active or not. 

Proved by over 25 years of clinical study. 


TAMPAX 


SO MUCH A PART OF HER ACTIVE LIFE 


Tampax interna! sanitary protectior v niy by Tampax Limited, Havant, Hampshire 


Professional samples and literature w f t request to Medica 


Oo 


rtment 
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Ws Soventor Ill 


brings relief in 


Exogenous forms of Dermatitis 








Swelling and inflammation 
of mucous membranes 


Allergic disorders 


Hypersensitivity reactions to 
food and drugs 






Soventol «Knoll» 
20 tablets - 20g. jelly 
Soventol C «Knoll» 
20 dragees 

Prescribable on N.H.S 























KNOLL LIMITED 





Soventol® “Knoll” is N-phenyl-N-benzyl-4-amino-I- 
methylpiperidine. Each tablet contains 50 mg. Sovento! 
hydrochloride. The jelly contains 2% Soventol lactate. 


. F . Soventol C** Each dragee contains 25 mg. Soventol 
Victoria Way hydrochloride supplemented by 20 mg. (-cyclohexyl- 
Burgess Hill isopropy! methylamine (C.H.P.) hydrochloride 


Sussex ‘6% Canaan 
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APPARATUS FOR 
ANAESTHESIA 
IN MINOR SURGERY 





The C.O.N. apparatus is a portable device 

for administering cyclopropane with oxygen 
and nitrogen for anaesthesia in minor surgery. 
It is particularly suitable for use in emergency 
—in remote areas, or where there are mass 
casualties : also for use in dental surgeries 

and out-patient departments. It is very simple 
to operate, highly portable and has a wide range 
of potential applications. We shall be glad to 
send you fully illustrated literature on the 
C.O.N. apparatus. Just ask us. 


BRITISH OXYGEN IN THE SERVICE OF MEDICINE 
BO THE BRITISH OXYGEN COMPANY LIMITED, MEDICAL DEPARTMENT 


SPENCER HOUSE, 27 ST. JAMES’S PLACE, LONDON, 8.W.1 











Bio 


MOST COMPLEX MOST POTENT VITAMIN 











First isolated in Britain by Glaxo, B,. with an effective dose 
measured in millionths of a gram, is the most potent vitamin of 
all. Maintenance injections of just 250 micrograms of B,, allow 
patients with pernicious anaemia to lead a normal life. In 
conditions such as trigeminal neuralgia, herpes zoster, 
seborrhoeic dermatitis and certain neuropathies, doses of 250 to 
1,000 micrograms are now commonly given. Taken in liquid or 
tablet form as a tonic, B,, can help to improve appetite and to 
promote a feeling of well-being. Both the sugar-coated tablets 
and the fruit flavoured liquid are taken very happily by children. 


the Biz injection the Biz tonic 
CYTAMEN and CYTACON are Glaxo Trade Marks 
a ATS 
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the 
Taste) drevarliny 
disturbed 
| patient is 
tense 
anxious 
agitated 
sleeping badly 











: t : 
é tarax ‘restores composu! 


brand of hydroxyzine 


Atarax is available as 25 mg. tablets in bottles 0 
20 and 100. 10mg. tablets and a syrup (10 mg.) 
for paediatric and geriatric use is also available 


marketed in the United Kingdom by 
HARVEY PHARMACEUTICA 
a department of Pfizer Ltd - Sandwich « Kent 





tTrade Mark HM 117/I) 
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PROMPT PROLONGED RELIEF FROM 
ITCHING, INFLAMED SKIN LESIONS 
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SQUIBB TRIAMCINOLONE ACETONIDE 
THE MOST EFFECTIVE TOPICAL CORTICOSTEROID 
KNOWN PROVIDING UNEXCELLED SAFETY 

7 uli THE ADCORTYL-A RANGE OF RRODUCTS: 

> ADCORTYL-A Lotion ADCORTYL-A Lotion with Graneodin 
ADCORTYL-A Ointment ADCORTYL-A Ointment with Graneodin 
ADCORTYL-A Parenteral ADCORTYL-A Ophthalmic Ointment 
ADCORTYL-A Spray ADCORTYL-A Ophthalmic Ointment 

tles 0 TRI-ADCORTYL Ointment with Graneodin 

| (Adcortyl-A with Graneodin plus Nystatin) 

) mg: ADCORTYL-A is available overseas Squibb a century of 

ilable under the trade name of KENACORT-A experience builds faith 

| 5 
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haemorrhoud 
proctitis 


pruritus 
ani and vuld 


anal fissures 


Suppositories and ointmer 
containing 
prednisolone, 
hexachlorophane, 
dibucaine/ hydrochloride, 
clemzole undecylenate. 


Basic N.H.S, prices:- 
6 suppositories 
10g. ointment 

exempt from P.T. 
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A British 
Company 
reduces 
K.C.10 
costs 

in two 
major 
fields 
without 
detriment 
to 


treatment 


brand N-acetyl-p-aminophenol (paracetamol) 


An oral analgesic without the 
side-effects associated with aspirin, 
phenacetin and codeine. 

Basic N.H.S. cost 40 tablets for 2/2}d. 

Permits prescribing of paracetamol tablets and 


UP TO 23°, SAVING IN COSTS! 
Also available TABALGIN brand 
paracetamol ELIXIR. Basic N.H.S, cost 
4 oz. bottle 3/9. 


cremalsin 


long-lasting salicylate therapy 
Indicated in all types 

of Rheumatism and 
associated conditions. 
Basic N.H.S. cost 

1/24d. per ounce. 


UP TO 50° SAVED! 


Peidwria 


‘Oremalgin’ is a registered trade mark of 
WEST PHARMACEUTICAL CO. LTD. 
9 Palmeira Mansions 

Church Road, Hove 3, Sussex 
Telephone: Hove 772215-6 
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CELBENIN 


BRL1241 





‘There would appear to be 
considerable justification 
for its immediate use in 
severe infections due to 
penicillin-resistant 


strains of staph. aureus’ 


Brit. med. J. 1960 ii, 703 


» Celbenin is a product of British research at 


wd. 
LABRiRY BEECHAM RESEARCH Laboratories Ltd., BRENTFORD, ENGLAND 
we 

% Telephone: Isleworth 4111 
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Athlete’s foot 


and other superficial 





mycotic infections 


GLYPED 


TRADE MAREK 


CREAM 

-an entirely new mode jn 
of attack ane A 
rg 





‘Glyped’ Cream provides a new approach to the control of fungal 
infection of the skin. It contains glyceryl triacetate and depends 
for its activity on the enzymatic release of free fatty acid which is 
maintained at a low level on the skin without causing irritation. 
‘Glyped’ Cream is odourless and inconspicuous in use and parti- 
cularly effective for the control of athlete’s foot. Basic N.H.S. 
price 3/- for 25 gramme tube plus 9d. Purchase Tax. 


Made in Great Britain by 
IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 


Manufactured under licence from Wisconsin Alumni Research Foundation. Ph. 147 
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for burns, leg ulcers, deep bedsores, wounds 


Viac utan Tu i I e (Methargen) 


—an open-mesh rayon gauze impregnated Included in the Drug Tariff 
with Viacutan in a polyethylene glycol base. July, 1960 

—a non-adherent, non-greasy, antiseptic 

tulle. Viacutan is an organic silver compound * silver dinaphthylmethane 


virtually free from irritant or sensitising disulphonate. 


effects on the skin. It is effective, even in the 

presence of serum, against gram-positive 

and gram-negative bacteria. It penetrates Packs — boxes of 
Into the skin. 10 and 30 pieces 








for pressure sores, skin maceration and irritation 


Co n otra NG ceenotrane/Silicone Cream) 


Antiseptic penetration and mechanical * Conotrane contains 0.05% 
protection to speed healing for napkin rash, rte tp eo tl 
preputial skin in prostatic dribbling, vulval and 20% silicone. 

skin in female incontinence, skin around 

cystostomies, enterostomies, external Packs —jars of 60, 
fistulae and sinuses. 200 and 500gms 


Samples and /iterature available on request 


WARD BLENKINSOP & CO. LTD. 








Fulton House, Empire Way, Wembiey, Middx. Phone: WEMbley 8686 
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| Rastinon > 


TOLBUTAMIDE B.P. 


“the safest drug 
since the introduction 
of coffee”’ 


Brit. J. Clin. Pract., 1961, 15, 41 


and highly effective 

in the oral treatment 

of diabetes, especially when 
| the condition is discovered 


in middle age 


Rastinon 3 


HOECHST PHARMACEUTICALS LIMITED, SLOUGH 
Sole distributors in the U.K.: 
HORLICKS LIMITED, SLOUGH, BUCKS 











for the slim fitness that makes 


summer more enjoyable 


DIETARY FOR WEIGHT CONTROL 


measured calories for effective weight loss with high 
satiety ... without appetite depressants 


safe, effective weight loss With summer nearing, many overweight 
patients suddenly notice their surplus weight and expanding waist- 
lines—especially the women who can’t get into their summer frocks. The 
900-calorie daily Metercal diet takes off unwanted pounds rapidly and 
safely, yet keeps them well nourished—without appetite depressants. 


excellent patient co-operation Metercal abolishes complex menu 
planning and calorie counting. Its simplicity in use, coupled with the 
achievement of significant weight loss from the very start of their 
diets, encourages your patients to stick to the Metercal programme and 
maintains their enthusiasm for weight reduction. 


\ Mead Johnson 


Symbol of service in medicine 


Mead Johnson Limited 10 Upper Grosvenor Street London W1 My 
63 









































Ringworm of the feet After 7 days’ treatment with Jadit 


potent fungicide—in vivo 


Jadit has a potent fungicidal action in vivo and penetrates 
deep into the epidermis. Its action is practically unim- 
paired in the presence of tissue protein—unlike other 
antimycotics whose record in vitro is rarely borne out 
clinically. Jadit is cosmetically acceptable, simple and 
safe. It is indicated in fungus infections of the skin, 
especially athlete’s foot. Jadit ‘H’, containing 0.5% hydro- 
cortisone, is indicated when there is acute inflammation 


in addition to fungus infection. 


PRESENTATION Jadit Ointment. Tubeof20G . . 2/44 
AND BASIC Jadit‘H’ Ointment . Tubeof5G . . 5/104 
N.H.S. PRICES JaditSolution. . . Bottleof30ml. . 4/4 
Jadit ‘H’Solution. . Bottleof6ml. . 8/- 

Jadit Powder . . . Containerof40G 4/44 





Prices Subject to Purchase Taz 





0.5% HYDROCORTISONE ADDED 





CHLORHYDROXYBENZOIC ACID BUTYLAMIDE 
HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 


Sole distributors in the U.K. HORLICKS LIMITED, SLOUGH, BUCKS 





ANNOUNCEMENTS 


FOR PATIENTS OF 


9 or 7/5 


the single-dose-a-day 
Teifelavelar-taaliet> 


Midicel” 


Tablets $ 
iining 0.5G sulphamethoxypyridazine ki 
m . of Pgpea at 
Suspension oe 
ning 0.25G N'-acetyl PRs : 
gk 


hamethoxypyridazine per teaspoonful 


IPARKE-DAVIS PLOT REE ut 


SA liability limited) -Hounslow, Middlesex 
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A remarkable advance 
in the treatment of superficial 


fungal infections 


Given by mouth, ‘Fulcin’ is the 
first reliable systemic treatment for 
superficial fungus infections. Wide- 
spread clinical experience has 
proved that mycoses caused by 
various species of dermatophytes 
respond to treatment and that the 
drug is generally well tolerated. 
A daily dose of 1 gramme (1 
‘Fulcin’ tablet 4 times a day) is 
adequate in most cases. For child- 
ren, doses of 250 mg. to 500 mg. 
daily are used. 


E*wulein 


Griseofulvin TRADE MARK 





“...Of great efficacy and low toxicity...... the most important 


advance in dermatological therapy in recent years.” 
Canad.M.A.J., 1960, 83, 1423 


Many fungal conditions previously regarded as intractable, 
such as 7. rubrum infections and favus, can be cured with 
*Fulcin.” Hazardous X-ray epilation for 7. capitis is now 
no longer necessary. 


‘*Fulcin’ Tablets (scored) each containing 250 mg. griseofulvin. 
Basic N.H.S. cost for 100’s pack 60]-. Also available in 500 pack. 





Literature and further information from:— 
IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow ey 


—— 
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ACHIEVEMENT 


H.M.S. Victory, 2,162 tons, took 6 years 


to build and was launched in 1765. 


At the mercy of the wind, it was obliged to 


sail into battle at Trafalgar under 


full canvas, at a speed of 3 knots. The 45,000 


ton Canberra was completed in 2 
years and launched in March 1960. 
Its service speed is 274 knots. 
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BROXIL ACHIEVES MORE RAPID CLINICAL 
RESULTS IN ALL GRAM-POSITIVE INFECTIONS 


Quickly absorbed from the gastro-intest- 
inal tract, Broxil produces within a period 
of half to one hour peak serum concentra- 
tions higher than can be obtained with any 
other penicillin. Clinical response with 
Broxil has been noted to be more rapid 
than with penicillin V and in most cases 
recourse to injections is unnecessary. 





Broxil, the high peak penicillin, is the 
potassium salt of 6-(alpha-phenoxypro- 
pionamido)-penicillanic acid. It is 
available in tablet or syrup form. 


Broxil Tablets Basic NHS price: packs of 
100 tablets: 125 mg. 54/9, 250 mg. 108/-. 


Broxil Syrup Basic NHS price: bottles of 
60 ml. when dispensed (each 5 ml. con- 
taining 125 mg.) 12/4. 


4 , 
te BROXIL is a product of British Research at 
EECHAM RESEARCH Laboratories Ltd Brentford, England. Tel: ISLeworth 4111 


hh, 














A58 THE PRACTITIONER 











IN 
RHEUMATOID 
ARTHRITIS 








In rheumatoid arthritic conditions, more patients can now 

be treated more effectively —with ‘Decaprow’. Its greater anti- 

inflammatory action often brings relief in cases which have 

not responded to other steroids. 

‘DecapRon’ gives increased therapeutic effectiveness, but a 

decrease in such side-effects as hyperglycaemia, hypertension 
PATI iz NTS and oedema. Improved appetite and gain in weight are usually 








welcomed. 
RESUME In rheumatoid arthritis, low maintenance dosage with 
NORM AL ‘DECADRON’ may make the difference between useful employ- 





ment and invalidism. 


ACTIVITY United Kingdom N.H.S. basic costs are 6s. 3d. for 10x0.5 mg. 
WITH tablets and 9s. 5d. for 100.75 mg. tablets (ex dispensing packs). 


DECADRON 


dexamethasone 






Made in England by 
& MERCK SHARP & DBDOHME LIMITED, HODDESDON, HERTS 
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is the time when your 
fever patients will need 
really effective treatment 
i; their allergy. Biomydrin, 
? complete nasal spray, 
ectively controls hay 
er symptoms because 
contains thonzylamine 
drochloride, a well- 
oved antihistamine. 





unique Biomydrin formula :— 


Biomydrin is supplied only on 
? itis not available to 
public for self-medication. 


fic 





WAM R. WARNER 4 CO. LTD., EASTLEIGH, HAMPSHIF 





Anti-allergic—Thonzylamine HCI 1.0%. Decongestant— 
Phenylephrine HC! 0.25%. Mucolytic—Thonzonium Bromide 0.05%. 
Antibacterial—Neomycin Sulphate & Gramicidin 0.005%. 













HEUER HIT: 
associated 

with 

hay fever 
and the 


common 
cold 


ORMULA: 

aracetamol 150 mg. 

1enacetin 150 mg. 

i1eny] Propanolamine hydrochloride 25 mg. 
1enyltoloxamine dihydrogen citrate 22 mg. 


SINUS HEADACHE 

RINUREL provides in a single tablet the greatest possib 
relief from the discomfort of hay fever and the comm 
cold, and the pain of sinus headache. Rinurel affords 
prompt and lasting action without rebound congestio 
gastric disturbance or constipation. 


CONGESTION 

RINUREL decongests sinus and nasal mucosa to relievé 
pressure and promote drainage; aborts pain with twé 
analgesics and reduces rhinorrhoea and sneezing 
with an antihistamine. 


PYREXIA 

RINUREL relieves the discomfort of sinus headache 
and controls the symptoms of the common cold thro 
the prompt action of paracetamol and the more 
extended action of phenacetin, which combine togetl 
to produce rapid and prolonged antipyresis. 


Rinurel 


TABLETS. 


control the symptoms of hay fever and the 
common cold, and relieve sinus headache. 


DOSAGE 

Two tablets initially followed by one every 4 hours. 
Prophylactically one tablet every 4 hours. 

Not more than 6 tablets should be taken in 24 hours. 
Children (6-12 years half the adult dose. 


JILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE. TELEPHONE: EASTLEIG 














ANO-RECTAL 
COMFORT 


To shorten total treatment time 
in haemorrhoids, proctitis and 
pruritus ani, start treatment with 
Anusol HC (2 suppositories 
daily for 3-6 days)—then maintain 
lasting comfort with plain Anusol 
(1 suppository morning, evening 
and after each bowel movement). 
Neither Anusol nor Anusol HC 
contains analgesics or narcotics, 
hence will not mask symptoms 
of serious rectal pathology. 


Anusol (PLAIN)) 


haemorrhoidal suppositories 
and ointment 


AnusolHcC) 


Anusol suppositories and ointment 
with hydrocortisone 





WILLIAM R. WARNER & GO. LID. EF 








"non-systemic antibiotics, amphomycin and 


‘amphomycin and neomycin with |°% hydrocortison: 


For Infected Skin Lesions ECO M YTRI N Crea 


When work is troublesome . 


4 _ 
~, due to folliculitis or an eczematous condition 






















_that is liable to become infected, Ecomytrin supplies t! 
answer, It is available in two forms:— 


1. Plain Eeomytrin Cream, contains the 


neomycin, for use to control infection. 


2: Ecomytrin with Hydrocortisone contains 


to reduce‘eedema and inflammation. 
Ecomytrin is an oil-in-water emulsion which. allow 
penetration of the broad-spectrum topical antibiot 


the vital areas. It cont 





systemic antibiotics. amphomycin and neomyci 


vanishing-cream ‘base ‘ 
‘ 7 , q , 

Ecomytrin is also indicated in-ecthyma, sycosis bat 

pustular acne and skin lesions associated with 


secondary infection 
PRFSENTATION AND PRICI 


Ecomytrin Cream is available in 15 G. tubes, 
basic N.H-S. cost 5s 

For those skin conditions requiring corticosteroid thera; 
Ecomytrin Cream with Hydrocortisone is available in 


5 G. tubes, basic N.H.S. cost 6s 
[5 G. tubes. basic N.H-S. cost 16s, 6d 
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ANNOUNCEMENTS 


Laevosan 
r= 


an advance in carbohydrate supportive therapy 














ee + Me 


Recent biochemical investigations have established the shorter 
metabolic pathway followed by LAEVULOSE into the energy 
releasing system. The liver is capable of synthesizing 35-40% of 
glycogen from LAEVULOSE, as compared with only 12% from 
glucose. 

Clinical rience has shown that infusions of LAEVULOSE are less 
irritant to the vein intima than dextrose. When infusions of concentrations 
as high as 20% have been given there have been no signs of thrombo- 
phlebitis. Owing to new and more economical methods of processing, 
this valuable carbohydrate is now available for general clinical use as a 
sterile pyrogen-free solution for intravenous injections as “LAEVOSAN.” 
Also in a strength of 65% for oral administration as “ LAEVORAL.” 


PRESENTATION 


LAEVOSAN for injection LAEVORAL for Oral administration 


§ ampoules 10 mils. 20% solution. 10 fl. ozs. Laevulose 65% 
Trade price . od, Trade price 11s. 6d. + P.T. 


5 ampoules 10 mils. 40% solution. 40 fl. ozs. Laevulose 65% 
Trade price . 6d. Trade price 
The following are available for Drip Infusion :— 


LAEVOSAN Ampoules of 40 mils 62% Trade price 


LAEVULOSE PURISS (Pyrogen-free powder for solution) 
Trade price 70s. od. per kilo in 5 kilo bags, 


Brochures on request 


CALMIC LIMITED - CREWE - CHESHIRE 


Telephone: Crewe 3251 (7 lines) LONDON: 2.Mansfield Street. Telephone: Langham 8038/9 








THIS CHILD’ 


may depenc 
on the safety oj 
‘Distaval] 


Consider the possible outcome in a case such as this—had the bot 
contained a conventional barbiturate. Year by year, the barbiturat 
claim a mounting toll of childhood victims. Yet today it is simp 
enough to prescribe a sedative and hypnotic which is both high} 
effective...and outstandingly safe. ‘Distaval’ (thalidomide) has beam 
prescribed for nearly three years in this country, where 
accidental poisonings rate is notoriously high; but there is! 
case on record in which even gross overdosage with ‘Distaval’ h 
had harmful results. Depend on the safety 


‘DISTAVAI 


DOSAGE As a night-time Adults: 50 mg.—200 mg. at bedtime. 
hypnotic Infants and children: 25 mg.—100 mg. & 


As a daytime Adults: 25 mg. two or three times @ 

sedative Infants and children: Half to one 2 
tablet, according to age, one to threet 
daily. 


REFERENCES ‘Distaval’ (tablets of 25 mg. thalidomide). 
Practitioner, 1959, 183, 57. Basic cost to N.H.S.—1/- for 12 tablets from dispensing 
J. clin. erp. Psychopath., 1959, 20, 243. of 100. : 


J. Coll. gen. Pract., 1958, 1, 398. 
Brit. med. J., 1959, 2, 635. ‘Distaval Forte’ (tablets of 100 mg. thalidomide). 


Med. Wid. (Lond.), 1960, 93, 25. Basic cost to N.H.S.—2/8d. for 12 tablets from dispensing 
Brit. J. Pharmacol., 1960, 15, 111. of 100. 


mel THE DISTILLERS COMPANY. (Biochemicals) LIMIT 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, 8. 
Telephone: LIBerty 6600 : 

Owners of the trade mark ‘Distaval’ 
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Adult female. Total body psoriasis of several years’ 
duration. Alphosyl started 22/1/58. Lesions prac- 
tically clear by 5/3/58. 


dramatic 
clinical results 
in 


psoriasis 


followed by medical successes 
throughout the United Kingdom 


Though modern medicaments have brought almost 
dramatic relief to many forms of skin affection, Psoriasis 
has so far remained intractable. Its etiology continues to 
baffle investigation and many forms of tried therapy have 
yielded only partial or temporary results. 

Now ALPHOSYL—after 
medical successes throughout the 


shows promise of bringing total clearances in many cases 


extensive clinical trials and 


United Kingdom— 
of Psoriasis. 


In ALPHOSYL, for the first time, are 
combination two powerful and proved agents: allantoin 


presented in 
and a specially refined coal tar extract. The synergistic 
effects of these medicaments result in rapid clearance of 
stimulation of the 


the condition itself and positive 


healing process. 
ALPHOSYL LOTION combines 
agents in one preparation and has had impressive results 


these two valuable 
where other medications have failed. 

The successes obtained with ALPHOSYL indicate that it 
deserves a trial in all cases of Psoriasis—no matter how 
extensive the area of infection, how long the duration of 
the condition, or whatever the therapy previously used. 
References: “Clinical Medicine,” Vol. 5, No. 4, Apzil 
1958; and “ Ohio State Medical Journal,” Vol. 55, No. 6, 
June}r959. 


alphosyl 


LOTION 


STAFFORD-MILLER LIMITED - 





™ SUB-ACUTE and 


chronic dermatoses 


TAR 
+ 
HYDROCORTISONE 


combined in 


TARHRCOR TIN 





lon nam | 





have pronounced advantages over 
either medicament alone. 


The established germicidal, stimulating and 
anti-pruritic properties of tar in the 
treatment of sub-acute and refractory 
skin affections, can now be considerably 
enhanced by its incorporation with hydro- 


cortisone, 


*Clinical trials have shown that the two 
medicaments together exert a powerful 
synergistic action that is far more rapid, 
more pronounced and complete than the 
action of either alone. These two valuable 
therapeutic agents are presented in a non- 
greasy, stainless hydrophilic cream, known 
as TARCORTIN. 


TARCORTIN CREAM is supplied in 
7 grm. and 15 grm. tubes, containing 0.5% 
hydrocortisone in a special coal-tar extract. 


*Literature available on request. 


HATFIELD HERTS 


Manufacturing Chemists 
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IRON-CALCIUM TABLETS 


iron that patients can telerate 


Each tablet provides: iron. 25 mg.: calcium, 85 mg 
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POTENT NEW SEARL[|o 
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ANTIHISTAMINK:- 
FOR HAY FEVEhi 











PROVIDES BETTER SYMPTOMATIC CONTROpi« 
EXTREMELY WELL TOLERATED OVER A WIDE DOSAGE RA 
PRACTICALLY DEVOID OF SIDE EFFE 


Only 8.3% experienced side effects in 
trial of 300 patients. 


Drowsiness occurred in only 8% of 
patients in another study. 





THERE ARE NO KNOWN CONTRAINDICA 
TO MITRONAL 


and ¢ 


vterat 


SEARLE 2 





PLIMORE EFFECTIVE THERAPY 


itronal, having a wide margin between 

N rapeutic activity and the onset of side 

ctions, thus provides the physician 

with a better means of control of allergic 
isorders in both adults and children. 


t is also a valuable alternative in 
NT tients who are unresponsive to or 


















AGE: The usual dosage is 15 mg. 
times a day. Up to 90 mg. daily 
y be given if necessary. 


let containing 15 mg. Mitronal, in 
ttles of 50 and 250. 


ASIC N.H.S. PRICE: Bottles of 50 
lets 7/6d. Bottles of 250 tablets 33/4d. 
ject to Purchase Tax. 


FAitronal is also recommended for such 
er indications as chronic allergic 
initis, vasomotor rhinitis, cutaneous 
ergic disorders and vertigo. 


MITRONAL 


and of cinnarizine 


iterature is available on request 





|i ae D. SEARLE & CO. LTD., HIGH WYCOMBE, BUCKS. 
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A unique antacid......... 
polyaminostyrene 
insoluble, non-alkaline ion-exchange resin 


t r a n Ss / d Of the antacids at present available for the treatment of 
peptic ulcer, ‘Transid’ most nearly approaches the ideal, 
defined (“The Pharmacological Basis of Therapeutics”, 

Goodman & Gilman, 1955) as 


“that which does not cause systemic alkalosis, does not 
cause ‘rebound’ stimulation of the secretion of acid, 
interferes least with digestive processes, does not cause 
diarrhoea or constipation, is not irritative to the stomach, 
does not release carbon dioxide upon reacting with hydro- 
chloric acid and, lastly, is efficient in neutralising gastric 
juices.” 





*Transid’ is active only against excess acid; it also reduces 


pepsin activity. Otherwise, ‘Transid’ is completely inert; it r 
does not interfere with digestion or absorption and cannot 
HCl cause alkalosis, constipation or diarrhoea. Clinical experi- y 


ence suggests that ‘Transid’ may succeed in cases of peptic 
ulcer in which medical treatment with orthodox antacids 
has failed. 





INDICATIONS: 
Peptic ulcer; gastric hyperacidity from whatever cause; 
dyspepsia of pregnancy. 


No ill-effect can come from too much polyaminostyrene 


and the correct dose is that required to control the 
symptoms (initially, usually two to four tablets every two or 


CFANSIA Bees 


PACK AND PRICE: 
100 tablets in foil pack, basic NHS cost, 10s. 


May we send you a copy of our Standard Publication on 
‘Transid’? It contains much more information than can be 
included in a journal advertisement. 


QUNCAN FLOCKHART OF EDINBURGH 


The Doctors’ House 





Dunean, Flockhart & Co. Ltd., Wheatfield Road, Edinburgh, 11 


409 














MASTER BUILDERS 


Successful and durable 
building requires suitable 
materials, properly used. 
Reconstruction of the body 
requires nitrogen, and 
DURABOLIN — ensures 

the fullest use of 


available supplies. 


SHORTEN CONVALESCENCE WITH 


DURABOLIN 


(Inj. Nandrolone B.N.F.) 


Nor-androstenolone phenylpropionate 25 mg. per ml. 
Boxes of 3 x 1 ml. ampoules. 
Normal dosage 25 mg. injected weekly. 


ORGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 








AMPHETAMINE 
in its most satisfactory and effective form 


urophe 


Durophet 


costs no more to prescribe than 
dextro-amphetamine tablets 


as little as id—1id a day 

provides better appetite control 

because it contains resin-bonded 

laevo-and dextro-amphetamine (ratio 1:3) 
more effective than either l-or d-amphetamine ‘alone 
provides smooth and dependable control 
throughout the waking hours 

up to 14 hours appetite suppression from 
one capsule through ion-exchange release. 
makes the least demands on the 
patient's memory or good intentions 


basic N.H.S. prices 7.5mg. 12.5mg. 20 mg. 
30 capsules 4/4 4/8 5/4 
300 capsules 28/8 31/- 34/8 


RIKER LABORATORIES LIMITED - LOUGHBOROUGH - LEICESTER 


Durophet is a registered trade mark 





NE CAPSULE DAILY 


vides 



































THE SUNSHINE . reflects the health and bounding vitality ‘ 
lovely little girl. She was, of course, fed on Cowé& 
ind later on Cow & Gate Cereal 


Milk Food and lat 
OF HER SMILE We are proud of the confidence the Medical and 
professions have in our products. The Cow 4 
your service. Please? 


scientific staff is always at 
for literature to: 


your enquiries and requests 
Che Medical and Research Deps4 
Cow & Gate Ltd., Guildford, 


COW & GATE MILK FOODS 








wn 


ANNOUNCEMENTS A7 














IS AN 
ANTIHISTAMINE ONLY 


vaALr 


THE +REATMENT? | 










INEW PRODUCT! 











Periacrin 


Trademark 





offers more complete control 


of allergic and pruritic conditions 


{ither HISTAMINE or SEROTONIN, 

or both, may be a factor in ALLERGIC 

or PRURITIC conditions. Therefore an 

ordinary antihistamine may be 

only half the treatment. ‘PERIACTIN’, acompletely 
new agent, antagonises both HISTAMINE and 
SEROTONIN. Information and abstracts on this 
major development are available on request. 


CYPROHEPTADINE HYDROCHLORIDE 


en Periactin 


Dosage range: 4 mg. (1 tablet) to 20 mg. (5 tablets) daily. 
The United Kingdom N.H.S. basic cost is Is. 94d. 
per 12 tablets (ex 500 pack) plus P.T. 





tality 0 
Sow & MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
Cereal 
| andN 
Cow & 
lease 4 
): 
h Deps 
ldford, ¥ 
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SSENADRYL 


effectively controls Hay-Fever symptoms by 
antihistaminic plus anticholinergic action 





BENADRYL* (Diphenhydramine hydrochloride B.P., P.D. & Co.) in capsules of 25 mg. and 50 mg. 


* Trade Mark 


a -7.N 174-2 0) \AT- PARKE, DAVIS & COMPANY inc. USA Liability Limited 
Hounslow, Middlesex Tel: HOUnsiow 2361 


WPS-1126 
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SILBEPHYLLINE 


DIHYDROXYPROPYL-THEOPHYLLINE 
AN IMPROVED THEOPHYLLINE THERAPY 


SILBEPHYLLINE 


introduces 


several important 


advances over 
conventional 





aminophylline 
therapy: } 


ADVANTAGES: | 


Intramuscular injections are PAINLESS. 
Tablets do NOT produce nausea or gastric irritation. 


Suppositories do NOT give rise to proctitis. 





INE 


is a derivative of theophylline 
which has a therapeutic 
activity comparable with PACKINGS: 
aminophylline but without 
unpleasant side effects. 


Left ventricular failure. 
Congestive cardiac failure. 
Bronchial asthma. 


Ampoules: boxes of 6 and 50. 
Suppositories. boxes of 6 and 50. 
Tablets: packs of 24 and 100. 


Samples and literature available on request 


SILTEN LTD - SILTEN HOUSE - HATFIELD - HERTS Hatfield 3012 
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* For the hypertensive 9) 
patient Centyl+ R 
is also available 


Eee 
Sn 


Composition: 
Centyl bendrofluazide tum y 
2.5 mg and 5 mg tab 

Centyl+ Reserpine Tam we 
containing Centyl 2.5 tie tf 
Reserpine 0.1 mg € 


Leo Pharmaceutical 

Products Denmark 

Leo Ireland Limited” 

Cashel Road, Dublin A 
Leo Laboratories 

223 Kensington Hig 

London 
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In hypertension 
ISMELIN 
potentiated iy 
NAVIDREX 


The hypotensive effect of Ismelinis potentiated by Navidrex; 
it is often possible to reduce the dose of Ismelin when given 
in the combination. 


@® denotes registered trade mark. Reg. user 
CIBA Laboratories Limited - Horsham - Sussex 
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Solprin - Codis - Cafdis 


Contain neutral stable soluble aspirin 


DI ISSe) hue 
in water 





SOLPRIN. Dissolves in water to form a 
true solution of calcium acetylsalicylate 
(neutral soluble aspirin). 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 
effect. 


coors. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.H.S. basic prices for 500 tablets in foil, 
which ensures protection from moisture: 


SOLPRIN 12/6 copIs 25/- cCaFDIS 16/- 


Literature and clinical samples available from: 
RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 
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‘DOLOXENE’ 


brand OEXTROPROPOXYPHENE HYOROCHLORIDE 


is solely an analgesic 


65 mg. three or four times daily for prompt alleviation of severe pain. 


‘Pulvules' ‘Doloxene’ are available in strengths of 32 mg. and 65 mg. 


EL! LILLY AND COMPANY LIMITED +: BASINGSTOKE + ENGLAND 
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STOP 
RUNNING 
~ NOSES 


in hay fever and 
other pollinoses 


‘Triominic’ Timed-release Tablets 
stop rhinorrhoea, nasal conges- 
tion, sneezing, in seasonal aller- 
2 Se “S gies orally—through their systemic 
= antihistamine p/us decongestant 
actions. 
Each Tablet contains: 
Phenylpropanolamine-HCI 50mg. 
Mepyramine maleate B.P. 25 mg. 
Pheniramine maleate 25 mg. 
Also available: ‘Triominic’ Syrup 
for children and for adults requiring 
greater flexibility of dosage. Each 


ee - a 
¥ riom nic teaspoonful is equivalent to } 


‘Triominic’ Tablet. 

Dosage: 1 Timed-release Tablet 
6 to 8-hourly. Syrup to be taken 
3 to 4-hourly; 1 fl. dr. =} Tablet. 
Basic N.H.S. Price: 50 Tablets 
8/6; 2 fl. oz. Syrup 2/6. 


A. Wander Limited 
42 Upper Grosvenor Street 
London W.1. 
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“The most popular antibiotics 
for topical application.... 


...are bacitracin, polymyxin, and neomycin because of 
their stability, limited diffusion, low allergenic potential 
and high clinical efficacy against organisms...”’ 

(New England J. Med. (1959) 261, 756.) 








‘CORTISPORIN’ OINTMENT 


issued in tubes of 10 gm. has all these merits, for it contains | 
all three antibiotics. In each gramme of petrolatum base is: 
polymyxin B sulphate 10,000 units - zinc bacitracin 400 units 


hydrocortisone 10 mgm - neomycin sulphate 5 mgm. 


‘CORTISPORIN’ LOTION | 
issued in bottles of 10 c.c. is indicated for larger, moist or 

abraded lesions. It contains, in each c.c. of aqueous vehicle: 

polymyxin 8B sulphate 10,000 units - hydrocortisone 10 mgm a 
neomycin sulphate 5 mgm. | 


The hydrocortisone in ‘CORTISPORIN’ products reduces inflamma- 
tion and therefore enables the potent antibiotics to reach bacteria EST, 
more easily. 


e ba: 

Skin sensitisation has not been reported with ‘Cortisporin’ true | 
products. Cross-resistance or cross-sensitisation to other deve 
antibiotics does not occur. lecretc 

nd ma 

‘CORTISPORIN’ ved 
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OINTMENT AND LOTION om 


—antibacterial, anti-inflammatory 





i rat BURROUGHS WELLCOME & CO (The Wellcome Foundation Ltd) LONDON 
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ESTANIN has all 

e basic properties of ’ 
true oral progestogen. it s e 

develops a fully . \ 
ecretory endometrium 
nd maintains preg- > 
ancy without masculin- ; A 
bation in female infants 

'virilisation in the 
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.GESTANIN 
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the safe oral progestogen 


Tablets of 5 mg. allylestrenol in bottles of 30 and 100. 









organo ORGANON LABORATORIES LIMITED 






BRETTENHAM HOUSE - LANCASTER PLA LOND OS 








not only in 





chronic bronchitis 


but also in 


sinusitis 





acne 
dysentery 





pertussis 
and otitis media 


Terramycite« 
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TERRAMYCIN IN SINUSITIS 


‘A comparison of the 
therapeutic results justifies the 
conclusion that cxytetracycline 
[Terramycin] produced much 
better results than penicillin...’ 


Antibiot. Med., 1956, 2, 57. 


TERRAMYCIN IN ACNE 


In a paper on Terramycin, 

it was stated ‘We believe 

that in the superficial type 

of acne with small pustular 
cysts,... short repeated 
dosage was the most beneficial, 
with minimal reactions 

and expense...’ 


A.M.A. Arch. Derm., 1955, 72, 159. 


TERRAMYCIN IN DYSENTERY 


“These results lead us to 
recommend oxytetracycline 
[Terramycin] in the following 
doses, daily for not more 
than five days, as a safe and 
effective treatment for 
bacillary dysentery.’ 


Scot. med. J., 1957, 2, 387. 


TERRAMYCIN IN PERTUSSIS 


‘The mortality prior to the 
antibiotic era was 18 per cent. 
Penicillin and streptomycin 
reduced the mortality to 9.4 
per cent, and during the last 

six years, chiefly with the use 
of oxytetracycline [Terramycin], 
the mortality has been 

reduced to 1.2 per cent.’ 


Antibiot. Ann., 1956-7, 318. 


TERRAMYCIN IN OTITIS MEDIA 
‘In one child with otitis media, 
the discharge from the ear 
ceased within 24 hours, but 
the other ear then suppurated. 
Both ears were completely dry 
within 5 days of the onset of 
[oral Terramycin] therapy.’ 


Brit. med. J., 1952, i, 419. 


SCIENCE FOR THE WORLD'S WELL-BEING 
Pfizer Ltd - Sandwich - Kent 


PF 254/11158 
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NOVO LENTE INSULIN 


Insulin Zinc Suspension 





ORIGINAL 
NOVO SEMILENTE INSULIN 


LE NT | Insulin Zinc Suspension (Amorphous) 





ELUTE E) NOVO ULTRALENTE INSULIN 


Insulin Zinc Suspension (Crystalline) 








Also included in the Novo range are: 
Insulin (Soluble Insulin: Unmodified Insulin) 
and Protamine Zinc Insulin 


EVANS EVANS MEDICAL LTD |_ 


‘7 LIVERPOOL AND LONDON 
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10 unknown diabetics in every GP’s care 
these patients are in danger 


for early detection of diabetes 
dip-and-read 


clinistix’™ 
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AMES COMPANY 
Division of Miles Laboratories Stoke Court Stoke Poges Buckinghamshire 


*Trade Mark 











ABICOL 


TABLETS 
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SOUND BASIC THERAPY 


This new and unique combination 
of reserpine and bendrofluazide 
provides a smooth and sustained 
hypotensive effect. In severe cases, 
Abicol Tablets also potentiate the 
effects of ganglion-blocking agents, 
enabling lower doses to be used. 





or balanced 
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GREATER SAFETY 


Bendrofluazide augments the action 
of reserpine, permitting effective 
treatment with negligible risk of 
serious side-reactions. 


ehypertensive 










patient 
Each tablet contains 0-15 mg. of 
reserpine and 2:5 mg. of bendro- i 
fluazide. ‘ 
Available in packs of 100 and 500 
tablets. 

The basic N.H.S. price of 25 tablets 
is 3/24d (ex. 500 pack). 
















BOOTS PURE DRUG CO. LTD. 
STATION ST., NOTTINGHAM 
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(Dose of one 5 mg. tablet daily is sufficient) 
offers excellent sodium excretion versus potassium 
ratio—potassium depletion is usually no problem. 


offers sustained action from one daily dose 
achieves peak natruresis with 10 mg. 
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to the next 


Write for information on Enduron, methyclothiazide, Abbott 
the new “‘once-a-day”’ diuretic-hypotensive. 


ENDURON 
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MIXOGEN 


is the ideal treatment for 


MENOPAUSAL SYMPTOMS 


By simple and direct replacement of the 
recognised deficiency, flushes are controlled 
and emotional balance restored. This 

is achieved economically without withdrawal 
bleeding or use of habit forming drugs 

with 1 to 2 tablets MIXOGEN daily. 





each tablet contains : Ethinyloestradiol B.P. 0.0044 mg. 
Methyitestosterone B.P. 3.6 mg. 


Tubes of 25, Bottles of 100. 


\@) RGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
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PROOF POSITIVE 













The results of an important British 
comparative trial! led to the conclusion 
that “... triamcinolone is a more 
effective topical steroid than hydro- 
cortisone”. This emphatically confirms 
the findings of investigators in other 
parts of the world and the views of 
doctors everywhere. 

1. Brit. J. Derm., 72: 352, 1950 





Lederle 
triamcinolone is 
available in two 
topical forms: 


LEDERCORT 


| 

| 

* ACETONIDE 
LEDERCORT (Baten 
LEDERCORT | 

ACETONIDE | 

CREAM 0-1% | 

} 


Tubes of 5 Gm. 
and 15 Gm. 





#REGD. TRADEMARK 





TRIAMCINOLONE 





LEDERLE LABORATORIES 
@ division of 
CYANAMID OF GREAT BRITAIN LTD. London W.C.2 
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PERITRATE S.A. 


(SUSTAINED ACTION) 


provides 12-hour protection from angina pectoris 


Peritrate S.A. (Sustained Action) provides 
round-the-clock protection from angina pectoris 
attacks with just one tablet every 12 hours. 
When the tablet is taken 20 mg. Peritrate 
becomes available immediately; the remaining 
60 mg. is released so that one tablet exerts its 
effect over a period of 12 hours. These tablets 
have a distinct marbled appearance in two 


shades of green. 


PERITRATE NOW IN 3 FORMS: 

Peritrate S.A. (Sustained Action) (80 mg.), plain 
Peritrate (10 mg.) and Peritrate (10 mg.) with Pheno- 
barbitone (15 mg.) are available in bottles of 50 & 500, 


ROUND-THE-CLOCK PROTECTION: 

1 Peritrate S.A. (Sustained Action) tablet before 
breakfast and one before the evening meal. 
Peritrate is pentaerythritol tetranitrate. 





TR Feéntrontis.A. 
MMO xxv Si bd. 











WILLIAM R. WARNER & CO. LTD., 
EASTLEIGH, HAMPSHIRE. TEL: EASTLEIGH 313 
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AGITATION 
APPREHENSION... 
AMYLOZINE 


when a barbiturate or a tranquillizer alone is not enough 


‘Amylozine Spansule’ sustained-release capsules combine the 
outstanding advantages of the tranquillizer trifluoperazine with the 
well-known sedative properties of amylobarbitone. 

‘Amylozine’ is especially indicated in the treatment of chronic 
agitated psychoneurotics and acutely apprehensive patients, 
whose state of mind is marked by insomnia, fatigue, phobias, 
vacillation, moodiness and fear. 

Each ‘Amylozine Spansule’ capsule contains trifluoperazine 2 mg. 
and amylobarbitone 64.8 mg.(gr.1). 


SK Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


‘Amyl " and ‘S, le’ are trade marks = Brit Pat. No. 742007 SAM: PA201 (Col) 
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UNRAVELLING THE KNOTS 


For tension and anxiety to be fully resolved by the patient's coming to terms both 
with herself and her circumstances may take a long time. ‘Drinamyl’ will help her 
through the difficult period of adjustment. 

During the last decade, clinical experience throughout the world has clearly shown 
that the mood elevation safely afforded by ‘Drinamyl' is invaluable in helping such 
worried, tense patients to look at life with greater optimism and assurance. 

The combined action of its components—'Dexedrine’ and amylobarbitone— 
produces a lessening of tension pari passu with increased mental alertness and 
perception. There is a consequent improvement both in the patient's sense of well- 
being and in her assessment of her own circumstances. 


‘Drinamyl' is available as tablets, and in ‘Spansule’ sustained-release capsule form. 


DRINAMYL 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


“‘Drinamyl’, ‘Spansule’ and ‘Dexedrine’ are trade marks 
Brit. Pat. Nos. 715305, 742007 
DLSDL:PA@t 
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most patients 
can cure 
their obesity 





The patient probably needs assistance 
to sustain the considerable effort of 
will demanded by a rigid diet. Stress 
reactions often induce overeating and 
usually result from dieting. Most over- 
weight patients need both an anorectic 
and atranquillizer. 


A single ‘Steladex Spansule’ 
capsule taken in the morning— 


Curbs the appetite 

Relieves any underlying psycho- 
neurosis 

Keeps the patient active and cheerful 
during dieting throughout the day 


Each ‘Steladex Spansule’ sustained-release 

capsule contains ‘Stelazine’ (brand of trifluo- 

perazine) 2 mg., and ‘Dexedrine’ (brand of 
ine sulphate) 10 mg. 


Smith Kiine & French Laboratories Ltd 
Welwyn Garden City, Herts 


*Steladex' ‘Stelazine’ ‘Dexedrine’ and ‘Spansule’ are 
trade marks Brit. Pat. Nos. 715305, 742007 
SSTX:PAT! (Col) 
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The border between normal and pathological 
depression is not always clearly defined. Often, 
the patient does not recognize depressive illness 
for what it is until the process is far advanced. 
By that time he may be suffering from chronic 
worry because of the apathy, listlessness and 
mental fatigue that so deeply affect his life. In 
such cases it becomes necessary to treat de- 
pression and anxiety at the same time. This is 


the function of *Parstelin’. 


PARSTELIN—for the tense, agitated depressive 


SMITH KLINE & 





Each tablet contains 10 mg. of the antidepressant ‘Parnate’ (brand of 
tranyleypromine) and 1 mg. of the tranquillizer ‘Stelazine’ (brand of 


trifluoperazine). 


FRENCH LABORATORIES LTD Welwyn Garden City, Herts 


‘Parstelin’, ‘Parnate’ and "Stelazine’ are trade marks PL:PAI7I 
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will keep your patient 12 hours ahead of 
his allergy 
night and day symptomatic protection 
freedom from troublesome side effects 
convenient dosage 





Each ‘Histryl Spansule’ sustained-release capsule contains 
5 mg. diphenylpyraline hydrochloride. A 2.5 mg. strength Is 
available for small children. 

Smith Kline & French Laboratories Ltd 

Welwyn Garden City, Herts 

‘Histryl’ and ‘Spansule’ are trade marks 

Herts Brit. Pat. No. 742007 

PL:PAIT! | SH:PA6i1 (Col) 
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with 


Stelazine| 


A fresh start to each day in the troublesome trimester, and an alert, confident frame of mind for 





a busy day, at home or at the office. This is what 
‘Stelazine’ assures for your pregnant patients. In 
the treatment of nausea and vomiting arising from a 


wide variety of causes, ‘Stelazine’ has evoked much 





favourable comment in the literature. 

* ... patients who had suffered from nausea and 
vomiting periodically for several years . . . con- 
sidered Stelazine tablets . . . often superior to the 
other drugs they had taken in the past.” : 
‘In low dosage [“‘Stelazine”’] is a useful and safe drug 


for the treatment of nausea and vomiting...° | 


‘Stelazine’ (brand of trifluoperazine) 1 mg. tablets 


are available in containers of 50 and 500. 








Smith Kline & French Laboratories Ltd We/wyn Garden City, Herts 
‘Stelazine’ is a trade mark 
SZL: PA101 (Col.) | 
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Ample oxygen 
supply to the 
myocardium 





Persantin is available as tablets for 
the management of angina pectoris 
and in ampoules for intramuscular 
or intravenous injection in the 
emergency treatment of myocardial 
infarction. Full information on 
dosage and administration is 
available from the Director of 
Medical Services, Boehringer 


oxygen satur- 
Ingelheim Division, Pfizer Ltd., ation of the 
Sandwich, Kent. 
"Cardiac catheter studies— co ronary 
Arzneimittel-Forsch, 1960, 10, 364 " 1 
sinus blood 


PERSANTIN 


2,6-bis (diethanolamino)-4,8-dipiperidino-pyrimido (5,4-d) pyrimidine 


38% mean 
increase in 





Manufactured and distributed in the U.K. by Pfizer Ltd., Sandwich, Kent for 
Cc. H. BOEHRINGER SOHN, INGELHEIM am RHEIN. 


Registered proprietors of the Trade Mark. 
*Regd. Trade Mark 
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MOTORING NOTES 


Some New Cars 


By COURTENAY EDWARDS 


SoME interesting new cars, or significant 
variations to existing models, have been 
announced recently. Among them are the sen- 
sational new 150 m.p.h. ‘E’ Type Jaguar two- 
seater, a new 1$-litre Volkswagen, an interesting 
gran turismo version of the 1.6-litre Sunbeam 
Alpine, a new Triumph Herald with a bigger 
engine of 1,147 c.c., and a new baby Citroen 
with a 600 c.c. engine and a new body. 


THE NEW JAGUAR 
The new Jaguar was announced at the Geneva 
Show. I had previously tried it out in England 
and can say that this six-cylinder, 3.8-litre gran 
turismo model, with disc brakes and independent 
suspension ali round, is a superb motor-car. It 
has good looks, excellent braking, exciting 
acceleration (0 to 100 in 16 seconds, for ex- 
ample), quietness, comfort and the ability to jog 
along at 15 m.p.h. in top gear. The Lucas 





Fic. 1.—Lucas electric engine-cooling fan. 


electric engine-cooling fan (fig. 1) increases 
engine efficiency by a thermostatic control 
which switches on the fan only when the tem- 
perature of the engine coolant rises above a 
certain point and turns it off when the engine 
gets cool. The rack and pinion steering gives 


very precise directional control and the position 
of the change lever for the four-speed gearbox 
could not be bettered. I did not think the 
synchromesh was all it should be for a high- 





Fic. 2.—Coupé version of the new ‘E’ 


type Jaguar. 


performance car like this, but perhaps I am 
being unkind in even mentioning that you can 
‘beat the synchro’ on a car which offers such 
excellent value for money. 

This handsome, docile, 150 m.p.h. car has a 
basic price-tag of only £1,480 in its simplest 
form as an open two-seater. Purchase tax in- 
creases that figure to £2,098 and a detachable 
hard-top (which can be fitted over the folded 
hood) costs £76 10s. extra. The sleek coupé 
(fig. 2) costs £2,197. At Geneva I discussed this 
phenomenally low price for a high-class car 
with Sir William Lyons. ‘There is no secret 
about it’, he said. ‘I run my factory as efficiently 
and economically as I can. I study the market 
and decide the kind of price motorists would be 
willing to pay for a certain type of car. I design 
and build to that price and even if the resultant 
product is good enough to command a higher 
figure I stick to my target price’. 


THE NEW VOLKSWAGEN 

The new Volkswagen, which will not be ‘un- 
veiled’ until the Frankfurt Show in September, 
will supplement and not supplant the famous 
VW which has been in production with relatively 
little change since before the war. The VW 1500 
will have modern styling, four doors and plenty 
of room for four people. Mechanically it will 
follow the successful formula of the existing 
Wolfsburg product, with an air-cooled ‘flat four’ 
engine mounted at the back. The engine will be 
installed in such a way that there will be room 
for luggage at the back of the car as well as at the 
front. 
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SUNBEAM ALPINE 

The grand touring version of the shapely Sun- 
beam Alpine is jointly offered by two Rootes 
Group distributors: Thomas Harrington of 
Hove and George Hartwell of Bournemouth. 
Harringtons convert the drop-head model into a 
snug two-seater saloon with fixed head (fig. 3) 
and Hartwells offer three different forms of 
engine tuning. Stage one costs £25 and steps 
up the power of the engine to 88 b.h.p. at 5,500 


FiG. 3.—Rear three-quarter view of the smart new gran 
turismo version of the Sunbeam Alpine. 


r.p.m. Stage two (£75) gives 93 at 5,700 and is 
aimed at the keen driver who wants to take 
part in competitions but also wants a smooth, 
economical power plant for everyday use. Stage 
three costs £215 and caters for the enthusiast 
who wants peak performance at all costs for 
serious racing. In normal tune the Harrington 
Alpine costs £1,225, including tax, compared 
with £986 for the standard Alpine as marketed 
by the Rootes Group (who have, of course, given 
their blessing to the Harrington-Hartwell enter- 
prise). 
TRIUMPH HERALD 

The brilliantly-designed Triumph Herald has 
been given a bigger engine (1,147 c.c. instead of 
948 c.c.), an attractive veneer dashboard, im- 
proved seating and other refinements. The 
bigger engine develops 39 b.h.p. at 4,500 r.p.m. 
but the improvement in torque (27%) is more 
important than the rise in horse-power (13%). 
The price of the saloon is £708, including 
purchase tax of £209. 


SELFISH MOTORISTS 
The people who leave their cars on corners, 
near the crest of a hill or at the side of a narrow 
road (when it could easily be parked in a side 
turning near by) often cause more danger, 
irritation and interference with other traffic than 
the driver who does 50 m.p.h. in a built-up area. 
These people are enemies of the public. For- 
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tunately, it looks as if the new Road Traffic Biff 
will at long last bring them to heel. If the Bil] 
goes through the police will be in a position to 
prosecute these selfish motorists and thereby, it 
is hoped, remove a dangerous impediment from 
our roads. The Bill’s attempt to give the Trans- } 
port Minister power to impose minimum as well 
as maximum speed limits shows a refreshingly 
realistic attitude to modern traffic conditions 
and I hope that the clause relating to head- 
lamps may lead to the compulsory use of dipped 
lights in badly lit urban roads. 


MOTORING IN NAIROBI 
When I was in Kenya recently for the East 
African Safari Rally I was impressed by the 
imaginative way in which Nairobi is coping with 
its traffic problems. This colourful city 
parking meters before London got round 
using them; and in relation to its size and 
population Kenya’s capital seems to be mo 
active than London in the provision of off-stre 
parking facilities in multi-storey garages. 
police insist on strict lane discipline at rou 
abouts. For junctions where congestion is wort 
the authorities are actively planning to replad 
roundabouts by fly-overs. Nairobi has f 





QUESTIONNAIRE 


The response to the questionnaire published 


last month has exceeded expectations—a 
large number of replies were received within 
a few days of publication. Those readers who 
have not yet completed the form are asked 
to do so as soon as possible. Additional forms 
are available on request. It is hoped to publish 
preliminary results from readers in the U.K. 
in an early issue. Readers overseas are pat- 
ticularly requested to complete the question- 
naire, and a further report including these 
replies will be published later in the year. 








traffic lights. It still prefers to use native po 
for traffic control but I was told the prefere 
is more political than technical. 

I did not think much of the standard 
driving in Nairobi by either Africans 
Europeans and I was glad to learn that 
secretary of the Royal East African Automol 
Association has opened up an_ Institute 
Advanced Motorists on the British pattern. 
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dysfunctional uterine 
bleeding’’°”° 


ovulatory 
menorrhagia®*°?" 


dysmenorrhoea***:'° 
premenstrual tension’: 
threatened abortion’: 
amenorrhoea**® 
infertility’® 


postponement of 
menstruation®*°”: 


chronic mastitis® 
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THE MODERN TONIC IN TRADITIONAL FORM 
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indicate that more doctors would prefer to prescribe Villescon as a Liquid. 


1 Over 73 per cent of tonic prescribers prefer to prescribe liquid 
tonics—mainly because their patients prefer the traditional 


bottle of medicine. 
2 No less than 60 per cent of tonic prescribers would prefer 


Villescon were it in liquid form. 


The introduction of Villescon Liquid is in direct response to 
this situation. 


DOSAGE Adults—2-3 teaspoonsful two or three times daily 
before meals. Children 4-1 teaspoonful according to age. 
Patients on Villescon Liquid 

EAT BETTER * BREATHE BETTER ° FEEL BETTER 
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TRAVEL NOTES 


Looking at London 
By PENELOPE TURING 


Topay Shakespeare might have added an eighth 
figure to his ages of man: the commuter, with 
weighted briefcase, hat and rolled umbrella, 
sighing his way ‘twixt home and London. 
Chronologically his place comes between the 
soldier—how many years have passed since we 
danced together in that unreal wartime world?— 
and the justice, typifying retirement in the 





Fic. 1.—The Plate of the Worshipful Company of Vint- 
ners at the Vintners Hall. 


| country, but during the daily pilgrimage he is 
nearer to the poet’s last dismal picture—sans 
| every sense save that which will find a seat in the 
tush-hour train. It is little wonder that so many 
| people, women as well as men, have come to 
hate London. Yet London remains, as it has 
been for a thousand years, one of the most 
fascinating places in the world. 


THE CITY 
I have a special affection for the City, and 
its byways as well as its famous buildings would 
Provide an entire holiday’s exploration. How 
long is it since most of us visited the Tower? 
Far too long probably, for few buildings hold so 
much of England’s history. I have not yet 
myself attended the nightly Ceremony of the 
Keys there, which has continued unchanged for 
seven hundred years. Visitors can attend by 








applying in writing to the Resident Governor, 
Constable’s Office, H.M. Tower of London. 

Guiidhall and the Royal Exchange are open 
to the public on weekdays. The Mansion House 
can sometimes be seen on Saturday afternoons 
by applying to the Lord Mayor’s secretary. For 
those who have the energy to climb 311 steps 
there is a wonderful view of London from the 
top of the Monument, but there are other places 
easier of access and even more interesting: the 
churches of St. Bartholomew-the-Great and St. 
Mary-le-Bow, the latter with its graceful steeple 
and the balcony attached to the tower which 
Wren built to commemorate a royal stand from 
which Edward III watched tournaments in 
Cheapside; and Dr. Johnson’s house at 17 
Gough Square. The Temple is always a delight- 
ful place in which to wander, the new buildings 
which have covered the bomb scars blending 
happily with the old. 


THE LIVERY COMPANIES 

Much of the history of the City is bound up 
with that of the Livery Companies, of which 
eighty are in existence today. About half of 
them have or had their own halls; the last war 
took heavy toll of these fine old buildings, as 
the Great Fire of 1666 did of their forerunners, 
but many are now restored and with their mag- 
nificent collections of plate (fig. 1), furniture 
and pictures, and the ancient traditions of the 
companies, they are some of the finest strong- 
holds of the past in London. Certain halls 
are opened to the public on special days, and 
it is worth inquiring about this, as for other 
details on the City, at the Information Office 
opposite the south side of St. Paul’s Cathedral. 

For those who can obtain the entrée to places 
and occasions which are not for purchase the 
treasures of the City and the docks are almost 
without limit: Livery Company banquets at 
which the ceremony of the Loving Cup, dating 
from before the Norman Conquest, is a familiar 
ritual; acres of wine and spirit vaults under 
the docks, where casks from all over the world 
are held in bond by the Port of London 
Authority; the ivory warehouse at St. Katharine’s 
Dock to which tusks come in from Africa to be 
auctioned, and sometimes leave again to travel 
all the way to India to be made into bangles— 
because London is still the world’s great market. 


ST. PAUL’S TO WESTMINSTER 
Travelling westwards, there are any number of 
byways between the City and the West End. 
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Covent Garden is always an entertaining area 
for a stroll: the juxtaposition of the great fruit 
and vegetable market, the Royal Opera House, 
and Bow Street Police Station being so typical 
of London’s unplanned but very practical 
character. If the market were moved the stately 
19th century elegance of the Opera House 
would lose its foil; picking one’s way in evening 
dress among the cabbage crates has become an 
endearing overture in its own right. 

Strolling along Holborn or down Kingsway 
one can turn off for a few peaceful moments in 
the spacious, legal atmosphere of Lincoln’s Inn 
Fields (fig. 2) and New Square, and from here 
by devious ways which I have never mentally 
charted, you can walk through by the Law 
Courts and so to the Strand. 

But this idling through odd corners where an 
indefinite sense of history just titillates the mind 
is not of course real sightseeing. There is St. 
Paul’s to be visited, and Westminster Abbey 
(fig. 3), where new beauties have been revealed 
by the cleaning of stonework in the past few 
years. Museums and art galleries are waiting to 
provide matter for every imaginable form of 
study. Get a copy of the British Travel and 
Holidays Association’s booklet on the subject 
(obtainable from Queen’s House, St. James’s 
Street, S.W.1) and you will find there is a 
fascinating wealth of museums in London alone, 
which you never even knew existed. But I would 
always go back to the London Museum at 
Kensington Palace because of the dolls’ houses 





Fic. 2.—The Old Gate, Lincoln’s Inn. 
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FIG. 3.—Westminster Abbey—King Henry VIIth Chapel. 


—and to the Wallace Collection for its sense of 
personal delight. 


CHELSEA TO GREEN PARK 

You must, of course, go to Chelsea, which still 
has a reputation for charm and as the artists’ 
quarter. Personally I find much of Chelsea 
rather self-conscious these days, but the water- 
front is as lovely as ever, with the mists and 
lights across the river conjuring up a ae 
painting. Have you visited the Physic Garden 
which lies between Royal Hospital Road and the 
Embankment? It was founded by the Society of 
Apothecaries in 1673 and visited by Evelyn the 
diarist twelve years later, when he recorded that 
the custodian, Mr. Watts, protected the rend 
delicate plants with an underground heating 
system. I understand that permission to visit 
it can be had from the London Parochial 
Charities, 3 Temple Gardens, E.C.4. 

Do not disdain the heart of the West End: 
Burlington Arcade built in 1818 by Lord George 
Cavendish to provide a sheltered shopping 
centre for the rank and fashion; Bond Street 
where Nelson lived for three months after losing 
his arm in the Battle of Cape St. Vincent; St 
James’s Street which still preserves the spirit of 
Victorian clubland. And when your feet ate 
weary take a deckchair in Green Park and doz 
in the sunshine, and you may feel inclined 1 
agree with Dr. Johnson that when a man 5 
tired of London he is tired of life. 
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SOUTH 
TO THE SUN 


TWO 35-WEEK 
MEDITERRANEAN GRUISES 


IN OCTOBER AND NOVEMBER 


By ‘BRAEMAR CASTLE’ 


(17,000 TONS, ALL ONE CLASS) 


(1) leaves Southampton Oct. 2ist for Tangier, Palermo, 
Athens, Beirut, Crete, Naples and Marseilles (Nov. 9th). 
Thence by rail to Victoria (arriving Nov. 10th). 


(2) leaves Marseilles Nov. 11th (from Victoria by rail Nov. 
10th for Naples, Syracuse, Athens, Haifa, Rhodes, Palma, 
Gibraltar and London (arriving Dec. 3rd). 


Shore Excursions (up to 40 hours stay at ports of call). 
Five-star food on board, cinema and swimming pool. Fares, 
including rail Marseilles/London or London/Marseilles, 
from £140, 


Apply 


UNION-CASTLE 


CHIEF PASSENGER OFFICE, 
ROTHERWICK HOUSE, 
DEPT. 29, 

19 OLD BOND STREET, 
LONDON, W.1. 

Tel: HYDe Park 8400 


or Travel Agents 
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Anaxery| 
ally 


highly effective in seborrhoea, 
psoriasis, and 
seborrhoeic dermatitis 


For every patient with seborrhoea and seborrhoeic 
dermatitis, Anaxeryl Bailly offers effective, safe 
control. Anaxeryl Bailly produces rapid improvement 
in seborrhoea by clearing away useless tissue debris 
and encouraging the rapid formation of healthy skin. 
As the condition improves, the pruritus that so often 
accompanies skin conditions of this sort is reduced. 
Anaxeryl Bailly is also effective in the treatment of 
psoriasis, dry eczema, lichen planus and lichenifi- 
cation. 

In these and similar skin conditions Anaxeryl Bailly 
brings effective, safe control. 


Formula Active constituents: 
Di-oxyanthranol 0.22G 
Ichthyol 0.85G 
Salicylic acid 0.30G 
Resorcin 0.20G 
Packs and Basic NHS costs 
40G tubes 2/4d 1 lb dispensing jar 13/4d 


Bailly Ltd London Bengue & Co Ltd Mount Pleasant Wembley Middlesex 
g y 
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= BRIDGE NOTES 
~ . 
| Controlling the Lead 
= 
| By E. W. DENHAM anp M. A. FREESTONE 
i HEN our bridge four met on the present occa- _ therefore you had left a trump in dummy and 
ion they spent some time discussing some _ on the second heart lead from dummy you had 
oad in a duplicate match in which they had__ thrown not a club but a small diamond, you | 
ecently competed. Then after cutting for part- then could have put me in with the Jack of 
ers Bentinck had to play the following hands clubs. I should have had to lead a diamond or 
na contract of four spades, the lead being the give you a ruff and a discard. Don’t take a | 
‘ing of clubs. finesse if there is a better chance’. 
} North The full deal was:— 
(Mr. Scalpel) 
@KQjJ2 North 
¥AQ (Mr. Scalpel) 
@76532 @KQj2 
$83 VA 
West East West @76532 East | 
Dr. Edipus) (Mr. Forceps) (Dr. GEdipus) #83 (Mr. Forceps) t 
South @>5 7 
(Dr. Bentinck) V 1082 939076543 
@A1098643 @K108 South @io 
WK @KQ7652 (Dr. Bentinck) @ 1004 
@AQ4 @A10908643 
@Aj 9K 
e . Q4 
e bidding had been:—South, one spade; wa? H 
‘orth, four spades; South, four no-trumps The misplaying of the hand cost Bentinck 
lackwood); North, five diamonds (one Ace); and his partner the rubber. 
bouth, six spades. Later on, after an exchange of partners, | 
Bentinck examined his two hands, and re- (Edipus was playing the following in a four 
retted that diamonds had not been led. How- heart contract. The lead was the King of 
ver, he cleared trumps with one round, over- diamonds. ; 
pok his King of hearts with dummy’s Ace, and North 
(Mr. Scalpel) 
hen discarded his losing club on the Queen of @KJ 103 
karts. He led three more rounds of trumps, ? ¥Ks 
ie ; ; West @j6s5 East 
ishing in dummy. However, as the discards (Mr. Percape) @A K 04 (Dr. Bentinck) 
ere hearts from East and clubs from West, he #4 29087542 
: : 4 4 : bs 2 v8 
teived no guidance about the play of the @KQ 14107 South @Ao8s 
lamonds. On leading diamonds from dummy #5 (Dr. GEdipus) @J 107 
rs @ none 
ope for the finesse, only to find the King 4 QJ 10763 
noeic ithe wrong side, and with another diamond 3 6° 3 ae 
e t to come the contract failed. viii 
yement | Bentinck turned to Dr. CEdipus with, ‘I sup- _ At love all the bidding had been:— 
os ig should be in a small slam on the even West, one diamond; North, double; East, 
nor ce of a finesse, CEdipus?’ two diamonds; South, three hearts; West, 
teced. a replied, ‘Probably so, Bentinck, but no-bid; North, four hearts; East, no-bid; 
wnt of ¢ real point is that you had a simple throw-in South, no-bid; West, double; all pass. 
nifi- p for your contract. From my lead of the On West’s King of diamonds East encouraged 
” ng of clubs you knew I had the Queen. If (Continued on page A115) 
Bailly " 
The Medical Service of The Royal Navy 
Vacancies for Medical Officers 
Candidates are invited, for Short Service Commissions of 3 years, on termination of which a gratuity 
of £690 (tax free) is payable. Ample opportunity is granted for transfer to Permanent Commissions 
fn completion of one year's total service. Officers so transferred are paid instead a grant of £1,500 
taxable). 
: All entrants are required to be British subjects whose parents are British subjects, medically qualified, 
physically fit and to pass an interview. 
BA? Full particulars from: 
THE ADMIRALTY MEDICAL DEPARTMENT 
QUEEN ANNE'S MANSIONS 
ST. JAMES’S PARK, LONDON, S.W.i 
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with the 9 of diamonds. West, however, switched 
| toa club lead. Up to this moment (Edipus had 
not anticipated much difficulty, but now he be- 
came very alert to read signs and portents. 
West apparently held a singleton club, and so 
a ruff on a club was to be expected. And appa- 
rently East had already signalled that he held 
| an entry in diamonds. 


The problem then was to prevent East getting 
the lead to enable West to make an extra 
trump, and this, of course, had to be solved 
even before trumps were led. There was one 
possibility of success, and that was to lead 
dummy’s King of spades in the hope that 
West, who had doubled, held the Ace. On this 
round (Edipus would discard his second dia- 
mond, and so prevent East being able to obtain 
the lead in this suit. 


(dipus therefore overtook West’s lead of 
the 8 of clubs in dummy and led the King of 
spades. Play worked out as hoped: West held 
the Ace of spades. CEdipus was able to ruff a 
diamond lead, lead out trumps, and lose only 
to the Ace. 


(Edipus was congratulated on his play, but 
he quietly remarked, ‘I have seen something 
like this before. Perhaps during coffee I shall 
be able to reconstruct the hands’. The result of 


—— 
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his efforts during the interval was the following 
four hands :— 


North 
@AQ08 
987 
West @8432 East 
@K763 #Q32 @Ji10542 
¥K964 ¥ none 
@KQJio South @Ao 
46 @ none @100908754 
VAQJiI0532 
@765 
@A KJ 


(Edipus explained that he was Declarer sitting 
South in a contract of four hearts. West had 
opened with the King of diamonds, and, like 
Forceps, had switched to the singleton club. 
This had been taken in dummy. The Ace and 
then the Queen of spades had been led—two 
diamonds being discarded—in the hope that 
West held the King of spades. This proved to 
be the case. 

(Edipus said, ‘When I first looked at the two 
hands and the diamond lead I could see three 
diamond losers, and my only hope seemed to 
be finding the King of trumps doubleton with 
East. Then came the switch to clubs and the 
chance to discard a diamond on the Ace of 
spades. I very nearly missed seeing the danger 
of a ruff in clubs. As it happens a diamond con- 
tinuation by West would not have defeated the 
contract’. 
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HAEMOPHILIA SCHEME CENTRES 





IN 1954, in collaboration with the Medical Research Council, the Ministry of| | 
Health and the Department of Health for Scotland, a number of hospitals agreed | 
to act as Reference Centres, providing a registration service and diagnostic and | 
treatment facilities which might be used, if desired, by general practitioners with | 

hemophilic patients. ‘The number of these centres has gradually increased peo : 





the following is an up-to-date list. 


Aberdeen: Professor H. W. Fullerton, Depart- 
ment of Medicine, Foresterhill, Aberdeen. 


Belfast: Dr. M. M. Stevenson and Dr. M. G. 
Nelson, Department of Clinical Pathology, 
Royal Victoria Hospital, Belfast. 


Birmingham: Dr. M. J. Meynell, The United 
Birmingham Hospitals, General Hospital, 
Birmingham, 4. 


Bradford: Dr. R. 
Bradford. 


Turner, Royal Infirmary, 


Bristol: Dr. A. B. Raper, Department of 
Medicine, The Royal Infirmary, Bristol. 


Cambridge: Dr. F. G. J. Hayhoe, Hematology 
Clinic, Department of Medicine, Tennis 
Court Road, Cambridge. 


Cardiff: Professor H. Scarborough, Medical 
Unit, Royal Infirmary, Cardiff. 


Carlisle: Dr. J. S. Faulds, Cumberland 
Pathological Laboratory, Cumberland In- 
firmary, Carlisle. 


Derby: Dr. B. J. Leonard, Roya! Infirmary, 
Derby. 


Dundee: Professor R. B. Hunter, Department 
of Pharmacology and Therapeutics, Medi- 
cal School, Queen’s College, Dundee. 


Edinburgh: Dr. R. H. Girdwood, Department 
of Medicine, The University New Build- 
ings, Edinburgh. 

Exeter: Dr. J. O. P. Edgcumbe, Department of 


Pathology, Royal Devon and Exeter 
Hospital, Exeter. 


Glasgow: Professor L. J. Davis, Department of 
Medicine, Royal Infirmary, Glasgow. 


Hull: Dr. A. J. Shillitoe, Royal Infirmary, Hull. 
Dr. L. S. Sacker, Department of Pathology, 
Kingston General Hospital, Hull. 

Leeds: Dr. W. Goldie, St. James’s Hospital, 
Leeds, 9. 

Liverpool: Dr. T. Black, Royal Infirmary, 
Pembroke Place, Liverpool, 3. 

London: 

The Hospital for Sick Children, Great 
Ormond Street 

Dr. R. M. Hardisty. 
Postgraduate Medical School 

Professor J. V. Dacie. 
The London Hospital 

Dr. H. B. May. 
King’s College 

Dr. W. M. Davidson. 
St. Thomas’s Hospital 

Dr. G. I. C. Ingram. 





Dr. C. A. Holman. 


St. Bartholomew’s Hospital | 
Dr. R. Bodley Scott. 


Lewisham Hospital | 


Manchester: Dr. J. F. Wilkinson, Department| 
of Hematology, Royal Infirmary, Man- 
chester, 13. 

Newcastle upon Tyne: Dr. H. Boon, Royal 
Victoria Infirmary, Newcastle upon 
Tyne, 1. 

Oxford: Dr. R. G. Macfarlane, The Radeliffe 
Infirmary, Oxford. 


Portsmouth and I.0.W.: Dr. J. R. O’Brien, 
Central Laboratory, Milton Road, Ports 
mouth. 

Sheffield: Dr. E. K. Blackburn, Department o 
Hematology, Royal Infirmary, Sheffield, 6 
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HAY FEVER 


VASOMOTOR RHINITIS 
ANGIONEUROTIC OEDEMA 
ANOGENITAL PRURITUS 
INSECT BITES 

DRUG REACTIONS 
SERUM SICKNESS 

FOOD ALLERGIES 

ATOPIC ECZEMA 
INFANTILE ECZEMA 
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TLCERATIVE COLIT 


Ulcerative colitis is a difficult and distressing disease td 
However, the outlook for the patient with chronic ulceratiy 
is has been greatly improved since the introduction of the 
sulphonamides, such as Salazopyrin, steroids, and en 








TREATMENT * 


| 
| 
SALAZOPYRIN | 
| 


Salazopyrin is the most widely accepted sulphonamide for 
the treatment of ulcerative colitis. Administration 0 
Salazopyrin produces rapid regression of the ulcerative ant 
inflammatory lesions of the bowel. Remission or consider 
ble improvement has occurred in 70 to 80 per cent. of th 
patients treated. Salazopyrin is safe for long-term admin 
tration because its toxicity is extremely low and drug reaction fei 
| Gei 


are rare. 


PHARMACIA 
UPPSALA SWEDEN 


Distributed in Great Britain by Messrs. Savory & Moore, Ltd., 60/61 Welbeck Street, London, Wy 
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Dosulfin* Geigy 


fey 


Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23. 





3 times a day control of Upper 
Respiratory Tract infections with Dosulfin 


Therapeutically effective Dosulfin 
biood levels achieved within 2 hours 
of initial administration. 


Tablets of 0.75 G containing equal parts 
of Sulphaproxyline and Sulphamerazine. 
Also available in the form of a 

10% Suspension in Syrup. 


Adult Dosage Morning Mid-day Evening 
No. of tablets 


Ist day 2 1 1 
2nd day 1 1 1 
3rd day 1 1 1 
4th day onwards 1 ~ 1 


PH 173 

















A 120 THE PRACTITIONER 






























Here’s the place. 


Usual farm road. Mud. Ruts. 
Slippery rock under. 


She’s taking it all right. 
(Town & Country on the back). 


There, we’re through. 


Doesn’t do for a doctor 
to get stuck. 
You too, will 


feel safer~ 
be sater—on 








Firestone Town & Country grips to keep you going or stop you safely in the worst road 
conditions, all the year round. This famous All-Season Firestone design is the first and 
most successful of all specialised rear-wheel tyres. 


BE A BETTER DRIVER. You owe it to your family, you owe it to 
others, you owe it to yourself to BE SAFE ON THE ROAD. 


Firestone TYRES — consistently good 
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— Vitamins in prenatal life — 


Vitamins are essential for the normal development of the embryo. 
Severe vitamin deficiencies during pregnancy, apart from their ill-effects 
on the mother, lead to death or malformation of the foetus. It is known 
from animal experiments that a shortage of certain B vitamins causes de- 
formities in the foetus. Although these results may not apply in detail to 
humans, adequate nutrition during pregnancy has long been considered to 
be of supreme importance. 


complex and is widely recommended to expectant mothers. Its appetising 
flavour ensures easy administration; it may be given as a drink made with 
boiling water or hot milk, or in sandwiches, or used in cooking. 








| 
| 
| 
Marmite is a useful source of every known factor of the vitamin B | 
| 








MARMITE 


yeast extract 


Salt-free Marmite is available for inclusion in low-sodium diets 








Literature on request 


SEETHING LANE, 


LONDON, €E.C.3 


MARMITE LIMITED, 35, 
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Xylocaine is the original brand of lignocaine, 


means local anaesthesia — means Astra-Hewlett of course 
discovered and developed by Astra of Sweden. 
All forms of Xylocaine are now supplied by Astra-Hewlett. 


* | i ANSTRA-HEWLETT LTD. Watford Herts 


@ Registered Trade Mark AP 124 
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tamiton B.P.C.) 
tipruritic 


y Manchester, 23. 


Relief in minutes 
that lasts for hours 


In all forms of itching dermato: 
In the majority of patients 

A single application of Eurax 
brings immediate relief which 
lasta for 8 — 10 hours 
Available as: 

Eurax Ointment 

(Crem. Crotamiton B.N.F.) 
Eurax Lotion 

Lot. Crotam 
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It is well known that some unsaturated } EF 1 
fatty acids — the essential fatty acids } PIE] , 
as they are called —are viendo to Bee LEN CYy 
preserve the integrity of the skin. 
Work in another connection— on 
hypercholesterolaemia — has demon- 
strated that dietetic deficiences of 
essential fatty acids do exist. 


op ap aD SS os as oe oD oe ay 


VARICOSE 
ULCERS 
e 
WOUNDS AND 
FISSURES 
* 
BEDSORES 


CHRONIC 
FURUNCULOSIS 


2 
Often helpful in 
PSORIASIS 
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Presentations: Ointment 2oz., 18 oz. (once or twice daily), Capsules 20, 90, 500 (once 
Literature on request daily on rising), liquid 2 drm. (for infants three to six drops daily). 
INTERRATIONAL LABORATORIES LTD, Dept. | P.R.5, 205 Hook Road, Chessington, Su-rey 


Controlled 
Stimulation 
without 


Rebound 


A tonic combining Dexamphetamine 
Sulphate for the first time with Strychnine, 
Glycerophosphaies and B group 

Vitamins. Helps to restore full vigour 

to the convalescent who requires an 
immediate feeling of well-being, and 
combats the general depression 
associated with influenza, physical 
exhaustion due to overwork, nervous debility. 
Basic cost of one weeks treatment 5/- 
Samples on request 


AM PH ETON E 


Manufactured in the laboratories of 


JAMES WOOLLEY SONS & COLTD ~* Victoria Bridge * Manchester 3 
Al 
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KLING * 


conforming bandages 


KLING Conforming Bandages 
stay put wherever put, but are 
light, airy and comfortable to 
wear. Dressings are held firmly in 
place on any part of the body 
without discomfort to the patient. 
Two-way stretch allows the 
bandage to conform to contours 
around joints and bony 
prominences and the self- 
adherent turns will not slip. 
KLING Bandages are impregnated 
with lauryl dimethyl benzyl 
ammonium bromide to minimize 
cross-infection. 


PRODUCTS TO MATCH 
THE SURGEON'S SKILL 


Goluvenafofuuon 


HOSPITAL DIVISION SLOUGH BUCKS 


* trade mark 

















‘LIBRIUM 
SUURG{61o1<}<10) aan OME ARS) 
30 tranquillizers 











The era of tranquillizers that preceded 
‘Librium’ therapy saw a long succession of drugs 
thirty-five by the latest count. 
And yet today, ‘Librium’ has attained a 
clinical stature which may well establish it 
as the successor to this entire group. 


yy 
=} PRODUCTS LTD 


2) | ROCHE : 
HA 





Manu 








Librium is a registered trade mark fo hloro-2-methylar 0-5-phenyl-3H-1, 4 benzodiazapine-4-oxride hydrochif 
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PIRITON 


preparations keep 
pollen problems 
“out of season” 


% provides sustained relief 
% is unexcelled in safety and tolerance 


% is virtually free from side-effects—reports 
of dizziness and drowsiness are rare 


% is suitable for administration to children 


STANDARD REFERENCE CARD ON APPLICATION 









PIRITON GZ 


% relieves symptoms within ten to thirty minutes 


for relief lasting 
4 to 6 hours 
PIRITON Tablets 
Each tablet contains 4 mg. 
Piriton (chlorpheniramine 
maleate B.P.C.) 
BOTTLES OF 25 
AND 500 TABLETS 

>. >. . 
for rapid and sustained 
relief lasting up to 12 hours 
PIRITON Duolets 


Each contains 8 mg. Piriton; 
4 mg. for immediate action and 


4 mg. in inner core for 
delayed action. 
BOTTLES OF 25 

AND 250 DUOLETS 


Manufactured In England by ALLEN & HANBURYS LTD LONDON 
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ELASTIC NET BAN DAGES 
E 


FIRM, EVEN SUPPORT / 






There is a firm, but resilient strength with Lastonet. 
NO DISCOMFORT and the open net allows the 
ventilation that is so necessary. 

Lastonet Elastic Net Bandages are HYGIENIC 
and WASHABLE. 

Available in 5 yard lengths (fully stretched) and 
24, 3, 34, or 4 inch widths. 

A special 5 inch width of 74 yard length (fully 
stretched) is also available. 

They may be prescribed under N.H.S., and are 
approved by the National Varicose Foundation. 








Lastonet 


Products also. offer the 


LASTOYARN CREPE BANDAGES. 
They retain their width after repeated 
use and have first class stretch qualities. 
Lastoyarn crepe bandages fulfil every 
kind of bandaging need and may be 
prescribed under N.H.S. 


LASTONET PRODUCTS LTD., Carn Brea, Redruth, Cornwall 











WRONG METHOD 
ANY SHOE with erternal wedge. 
Any external wedge to heel dis- and heel 
turbs plane of forepart and heel. align 


INNERAZE INVISIBLE-WEDGE SHOES 
ER BY START-RITE (who make the finest children’s shoes of all types) 





RIGHT METHOD 
INNERAZE keeps sole 
perfect 





. ». do you recommend an 
external wedge on the shoes? 


But the wedges soon wear away; 
and very often the child is made 
to feel self-conscious because his 
shoes look different from other 
children's. As the diagram on the 
left clearly shows, any external 
wedge to heel disturbs the plane 
of forepart and heel. Surely it's 
more logical to have a wedge 
built-in between the inner and the 
outer sole—where it can correctly 
corset the foot, remain invisible, 
and completely unaffected by 
wear or repair of the shoe. That 
is how Start-rite INNERAZE 
shoes are made—on remedial 
lasts specially adapted to accom- 
modate the internal wedge. That 
is why they are the only practical 
and thoroughly effective solution 
to this problem. 

Information from 


Mr. W. J. Peake, James Southall & Co. Lit, 
Crome Road, Norwich. NOR 60A 
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-NACTON 


REGD. TRADE MARK 


hoes? ! NACTON GIVES RELIEF FROM PAIN IN | 
ens, PEPTIC ULCER AND HYPERACIDITY 


. other 


«ens |  50%—75% reduction of gastric acid secretion 


ely it's 


or | * Activity prolonged for as much as 8 hours 








and the 

eely | 3 Selective action 

ted by 

. Th * No disturbing side effects 

RA 

— Each Nacton tablet contains 2 mg. of (1-methyl-2- 
oo Tha pyrrolidy!) methyl benzilate methylmethosulphate. 
ractical ‘ 

solution Sei NACTON is a product of British Research 


4 Ao at BEECHAM RESEARCH Laboratories Ltd. 


. Co, Lite Brentford, England 
6 
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SPECIALISTS IN SURGICAL 


Lastonet standard elastic net stockings are 
made of the coolest, firmest and most com- 
fortable elastic net imaginable and are 
ALWAYS made to measure, providing 
perfect SUPPORT for VARICOSE VEINS 


and similar leg conditions. 


A generation of experience lies behind the 
manufacture of Lastonet stockings. They 
are available from chemists in four days— 
and are supplied under the N.H.S. 














LASTONET PRODUCTS LTD: Carn Brea - Redruth - Cornwall 





























| STAPHYLOCOCCAL SUPERINFECTIONS 


“Patients in hospital who have had an operation, and a course of ‘broad—spectrum’ 
antibiotics, sometimes develop diarrhoea which may be severe and even fatal.” 


Lancet Annotations 25th February, 1961 


ENPAC 


LACTOBACILLUS ACIDOPHILUS PREPARATION 


For the prophylaxis and treatment of staphylococcal super infections. 
“It was found that the staphylococci increased in both groups at the beginning of anti- 











biotic treatment. Staphylococci continued to increase in the patients taking the antibiotic A p 
alone, but in those taking ‘ENPAC’ there was a pronounced drop in numbers.” 

Lancet—May 4th, 1957. pp. 899-901 ast 

Samples and literature will be sent to the medical profession on request to:— excel 

intes 


WILTS UNITED DAIRIES LIMITED - NUTRITION DEPARTMENT * TROWBRIDGE - WILTS 






































\PORTYN 


| brings new peace to the peptic ulcer patient 


Be 
be 





A potent new anticholinergic agent, Portyn,* produces marked inhibition of 
gastric secretion, gastrointestinal spasm and hypermotility. It thus forms an 
excellent adjunct in the management of peptic ulcer and functional gastro- 
intestinal disease. 


Portyn Kapseals each contain 10 mg. benzilonium bromide. PARKE-DAVIS 
Initial adult dose—1 Kapseal three times daily. 


Parke, Davis & Company (Inc. U.S.A., Liability Limited) Hounslow, Middlesex ‘*trade mark 
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AND 


PREPARATION 


OPIUM 





Nepenthe holds pride of place 


THE 
SAFEST 


Opium produced over the last 100 
years. Containing all the constit- 
uents of Opium, it does not cause 
the usual unpleasant after-effects, 
and is consistently effective over 
long periods. 

At the request of many doctors, 
Nepenthe has been produced as a 
sterile solution for parenteral in- 
jection, and both oral and sterile 
solutions can be prescribed with 
complete confidence. Packed in 2, 
4, 8 and 16 oz. bottles and for in- 
jection in $ oz. rubber-capped 
bottles, sterile, ready for use. 


BEST 


OF 





FERRIS & CO LTD. BRISTOL, 





Telephone 9431/4 





TONALIX - MIST. TUSSINFANS 


SEDRESOL OINTMENT - SYROTUS 


SYRUP. PECTORALIS RUB 
LOTIO ZINC. SEDATIVA 


among the many preparations of | 




















NUFFIELD TRAVELLING FELLOW- 

SHIPS AND ASSISTANTSHIPS FOR 

GENERAL PRACTITIONERS OF THE 
UNITED KINGDOM 


As part of its programme for the advancement 
of health, the Nuffield Foundation, in co- 
operation with the College of General Prac- 
titioners, is prepared, in 1961, to award to men 
and women of the United Kingdom:— 

(i) three Fellowships (each for a period of 
six consecutive months) to enable general 
medical practitioners of outstanding ability, 
preferably between the ages of 35 and 45, to 
undertake approved study overseas in 
July-December 1962 in some subject o 
importance to general practice. The value 
of the Fellowship award will cover for the 
Fellow (and for his wife) tourist return travel 
by air and other fares at tourist rates, 
together with an adeq e 
allowance. 


(ii) three Assistantships to enable suitable 
persons to gain experience as locum tenens 
in the practices of the Fellowship holders 
in their absence from the United Kingdom. 
The value of the Assistantship award will be 
up to £850 for seven months, in addition to 
travelling expenses. 

Applications for these awards must be 
received by the Nuffield Foundation not later 
than 3lst October, 1961. The conditions of the 
Fellowships and application forms, may be 
obtained from L. Farrer-Brown, Esq., C.B.E., 
J.P., Director, The Nuffield Foundation, Nuffield 
Lodge, Regent's Park, London, N.W 
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Nulacin tablets, dissolved slowly in the 
mouth, provide intragastric milk-alkali 
drip therapy, obviating the necessity for a 
tube. Treatment is easy and convenient 
for the ambulant as well as the bedridden 
patient. Nulacin may be relied on to pro- 
vide an effective treatment for peptic ulcer 
as well as other conditions associated with 
gastric hyperacidity. 

No undesirable side effects occur and no 
cases of alkalosis or acid rebound due to 
Nulacin have ever been reported. The 
safety and effectiveness of Nulacin therapy 
has been proven by ‘in vivo’ clinical work 
carried out in many countries. 

*Proc. R. Soc. Med., 1958, 51, 1063. 


Nulacin tablets have no B.P. equivalent. The 
basic N.H.S. price of the 25 tablet tube is 2/-. 


economically 








GASTRIC ANALYSIS | 





simply 











GASTRIC ANALYSIS 2 











NULACIN is a LECOEUAICKS pharmaceutical product 


Further information ts available from: 


HORLICKS LIMITED, PHARMACEUTICAL DIVISION, SLOUGH, BUCKS 
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ad AY i U Mi for intractable pain 





(M.C.P.875) Dextromoramide 
Singularly more effective and less toxic than 
morphine and equally effective by oral or parenteral 
routes. Does not cloud consciousness nor reduce 
mental activity. It does not cause constipation. 
“ fastest acting analgesic now available.” 
(Anesth. & Analg., 1959, 38, 14.) 





FEMERITAL in primary dysmenorrhoea 


Tabs. Dibutamide Co. 

Specific uterine antispasmodic with effective 
analgesia. This combination of dibutamide with 
phenacetin, salicylamide and caffeine in FEMERITAL 
has given satisfactory response in over 75% of 
more than 1,000 cases in clinical trials. 

Free from side effects in the circulatory and 
gastro-intestinal systems. 








BISLUM I PAN in dyspeptic pain 


Bismuth Aluminate. 
A preparation containing an entirely new bismuth 
salt, the most efficient yet discovered for the 
treatment of peptic ulcer and allied dyspeptic 
disorders. 

Sustained antacid action and complete pepsin 
inactivation; provides rapid symptomatic relief 
and protection of the inflamed mucosa. 

























Further literature on these products gladly sent on request. 


M.C.P. Pure Drugs Ltd., 


STATION WHARF, ALPERTON, MIDDLESEX. TELEPHONE: WEMbley 1191. 
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In the field of — 







Cardiovascular 










SALURIC 


Regd. 


The established standard 


SALUPRES 


Regd. 
For all grades of hypertension 












in oral diuretics *“*... the severely hypertensive 
patient may require so many 
The discovery of chlorothiazide different drugs that for the 
has been described as “‘probably sake of his comfort it is not 
the major advance in therapeutics unreasonable to use compound 
since the advent of penicillin.’’* tablets containing the diuretic, 
No diuretic has been more widely reserpine and potassium 
used or favourably reported on. chloride...*’* 









*Practitioner, 1961, 186, 81. 





*Brit. med. J., 1959, 1, 1558. 


SALURIC SALUPRES 


Chlorothiazide Hydrochlorothiazide, reserpine 
and potassium chloride 


UNIVERSAL ACCEPTANCE —the result of security and effectiveness in action 


‘SALURIC’~— Tablets, chlorothiazide 0.5 G, 
‘SALUPRES’—Tablets, hydrochlorothiazide 12.5 mg., reserpine 0.0625 mg., potassium 
chloride 572 mg. 


tO) MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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in rheumatoid arthritis Radical remission 
in 35% of patients good to excellent results 
in 70% of patients RESOCHIN crorooune vn 


for rapid relief, precursor of long term remission 


ELESTOL 


is-teleiall. SYMPTOMATIC COMPONENTS 


yam: 10) (-) 5 eB 





C )! 


Elestol tablets, containing Resochin 40mq, aspirin 200mg and 


prednisone 0.75mg, jn bottles of 30 and 150. Basic NHS prices 94 and 42 - respectively 


TRUSTED MEDICINES FOR THE WORLL HEALTH 

FARBENFABRIKEN BAYER AG LEVERKUSEN S t STRIBUTORS IN THE UNITED FONG 
FBA PHARMACEUTICALS LTD 37-41 BEDFORD ROW LONDON WC! 
ELESTOL’ AND RESOCHIN’ ARE REGISTERED TRADE MARKS 












aale) ge — 


four 
aalelalials 
Tere) 
depressed 










Ulalal-le)e)\aee 





oday— back on the job 


. a Tt 
N iam id shortens the depressive phase 


brand of nialamide 





Recent publications emphasize the value of Niamid in 

the treatment of reactive depression. It has also been found of 
particular benefit in treating long-standing depression, 
especially where this affects older people. Smooth, gentile 
and sustained in action, Niamid has been singled out among 
monoamine oxidase inhibitors as ‘a very safe drug" 


1 Med. Press, 1960, 244, 346. 


is marketed in the United Kingdom by 
HARVEY PHARMACEUTICALS 
a department of Pfizer Ltd - Sandwich - Kent 
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Even today, many women accept morning sickness as an inevitable 
complication of pregnancy. But they will still turn to their doctor for 
advice and help in these early months. 

Ancoloxin is now well established as being highly effective in relieving 
and controlling pregnancy sickness. Each tablet contains meclozine 
hydrochloride 25 mg., plus pyridoxine hydrochloride (vitamin Bg) 50 mg. 
Meclozine hydrochloride is given for central control of the vomiting, and 
pyridoxine hydrochloride for basic metabolic restoration. 


DOSAGE: 2 tablets at night until the condition is under control. 
BASIC N.H.S. PRICES: Tubes of 10 tablets 5/6. Bottles of 50 tablets 21/4 


‘ANGOLOXIN 


dispels 
the 
shadow of... 


oRnihg 
IGKMESS 











BDH) THe BRITISH DRUG HOUSES LTD + LONDON N.!. 
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Two Bengueé’s Balsams 
a choice for muscular relief 


Original Bengue’s Balsam 


New Bengue’s Balsam 


B 


Packs and basic NHS costs 


Bengué & Co Ltd \ 
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when 
parenteral iron 
is indicated 
in the treatment of 
iron deficiency 


Imferon 


lron-dextran complex Trade Mark 


intramuscular iron 


BENGER 


BENGER LABORATORIES LTD - HOLMES CHAPEL - CHESHIRE 
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SLOUC 
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YORLIC 




















antibacterial 
prednisolone ointment 


Cambison is an ointment containing 
prednisolone, neomycinanda 
quinolylurea compound. It has anti- 
inflammatory and anti-pruritic propert: 
together with a two-fold protection 
against infection. Cambison is indicate 
in acute eczema and dermatitis when 
infection is present or suspected. 


Packs and basic N.H.S. prices: Tubes of| 
5G. and 20G. Available with prednisolon 
0.25 % or 0.5 %. 
0.25% 0.5% 
5G.... 3/4d. 5G.... 5/4d. 
20 G....10/8d. 20G....17/- 





nective eczematoid dermatitis betore (nfective eczematoid dermatitis after 
treatment with Cambison Cambison 0.5% for two weeks 


tumenol 
prednisolone ointment 


Tumeson combines the advantages of 
corticosteroids with traditional 
therapy. It contains prednisolone 0.259 
for its anti-inflammatery properties an 
Tumenol Ammonium, an ichthammol- 
type compound with anti-inflammatory 
antipruritic, fungicidal and bactericidg 
properties. Tumeson is indicated in 
chronic and subacute dermatoses and 
eczematous conditions. 


Packs and basic N.H.S. prices: 
Tubes of 5G..... 3/4d. 


Tubes of 20G....10/8d. 
(Subject to P.T.) 





Chronic eczema on back of hand After two days’ treatment with Tumeson 


HOECHST PHARMACEUTICALS LIMITED 
SLOUGH, BUCKS 


Sole distributors in the U.K. 
YORLICKS LIMITED, SLOUGH, BUCKS 
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Ethinyloestradiol 3-methyl ether 
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NTEREOST COMMONLY EXPRESSED BY: MOST EFFECTIVELY TREATED WITH: 


- Chron Nervousness * Anorexia * Tension fatigue A true antidepressant which relieves the 
iIInessesftates ‘ Sadness * Insomnia: Apprehension depression-induced anxiety by alleviating 
prritability - Hypochondriasis the depression itself 








Brand of Phenelzine 

fil is a true antidepressant which acts * Nardil has a simple and convenient dosage 
ectively on the brain. schedule (one tablet three times a day) 
rdil acts rapidly, improvement is seen which helps patient co-operation. 

thin the first week and often in the first * Nardil is economical in use. Basic N.H.S. 

y days, cost only 4/11 (excl. p.t.) for 25 tablets. 
eri is safe—toxic effects on blood or Nardil is available in bottles of 100 and 500 sugar-coated 
g are extremely rare. tablets each containing 15 mg. phenelzine. 


ILLIAM R. WARNER & CO. LTD., EASTLEIGH, HANTS. Tel. EASTLEIGH 3131 














A 150 THE PRACTITIONER 








SUSTACOL 


new controlled 


SUSTAINED ACTION 
HOMATROPINE METHYLBROMIDE 


WITH PHENOBARBITONE 


release tablet 


in treatment 


of gastro- 


intestinal 


The delicate and complex membrane construction of Sustacol tablets 
gives uniform drug release, independent of pH and digestive enzymes, 
so that one tablet can provide a constant therapeutic blood level of 
medication for a period of 8 to 10 hours after ingestion. 


This new improved anti-spasmodic ensures effective relief from 
gastro-intestinal spasm which is often dramatic during night sleep. 


The absence of side effects is an additional factor which will 
commend Sustacol to the physician. 
BASIC N.H.S. COST: 20 tablets 6/44d. DOSAGE: one tablet before breakfast and 


one tablet at bedtime SUSTACOL may be used in conjunction with antacids and 
bile compounds, 


A SINGLE SUSTACOL TABLET, MORNING 
AND NIGHT, WILL ENSURE CONTINUOUS 
DAY AND NIGHT RELIEF... 


SUSTACOL 


ao tablet /asts the day 
one tablet /asts the night 


Literature and samples on request from 


ETHICAL DIVISION, PHARMAX LTD, WESTERN HOUSE, GRAVEL HILL, BEXLEYHEATH, KENT 











Terra-Cortril Spra 


brand of ox«xytetracycline and hydrocortisone *Trade Mark 


macelel-\Va~ 


Nn @) Nn -touch Prevents infection, reduces 


Tabirethataar-b4le)elr- tale im el: lial 
checks scar tissue development 
tech N Te) ue rs Cale Mrs oletsiicl a-bect-maalcMalstelitale| 
fel meter st-t-) ys\iellel-M-lehscctaliale! 
fod ae dal= mei 0l gael elaleiiale ms al-t-101:) 
nels sometimes caused by 
folm-3-t-Jialet-meol ml e)i at dealsl alae 


mare wer- We -foledaallale Mi cthicles ai aale lola 


elelnal= welcomed by patients. 


Spray treatment can be used with 
laplelel=igaMl=2.4elel-l0l a: Mh ccledalalleleler-) 


infected fois) a aakeheel—t-i— Available in 1 fl. oz. and 


2 fl. oz. packs. 


leg ulcers 


Pfizer) SCIENCE FOR THE WORLD'S WELL-BEI 


Pfizer Ltd Sandwich - Kent 
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THE ORAL ENZYME TABLET 
Systemic For intestinal absorption 
Anti-inflammatory 


‘There were no toxic effects or 
side actions observed in any 
of the patients.”* 


Chymoral has all the obvious 
advantages of oral therapy.* 


Prevents or reduces inflam- 


mation of all types through 
systemic action. 


Prevents or reduces oedema 
except that of cardiac or renal 
origin by hastening absorp- 
tion of blood and lymph ex- 
travasates. 


IN INFLAMMATORY CONDITIONS win ee 


Literature and samples on request 
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New literature 


on family planning 


A recent survey has shown that over 70% of 
married women under 45 years of age are in 
favour of Family Planning, which explains 
why Doctors are receiving more and more 
requests for information. 

These new booklets and leaflets give the latest 
information on conception control and will 
save Doctors’ time when dealing with these 
enquiries. 


The Condom as a Contraceptive. Written 
by the Director of Research at 
the National Committee on 
Maternal Health Inc., New 
York. This authority on the 
statistical evaluation of family 
planning analyses the effective- 
ness and acceptability of the condom in detail. 


Modern Family Planning. A new booklet 
discussing the various methods 
of family planning written in 
simple language suitable for dis- 
tribution to interested patients. 





Diaphragm or Protective 
A comparison of the two 
leading methods of con- 
ception control. 





The London Rubber Co. Ltd - Dept 





306 - Hall Lane 


The case against Coitus Interruptus 


a tl 


-_— 


An indictment of this 
method of conception con- 
trol—its failure rate and its 
physical and mental effects. 


The married woman’s views on contra- 
ception. A survey based on facts revealed 
by a recent investigation of 

the opinions of married 

women about family plan- 

ning. 


Contraception—the facts about recent 
developments. An enquiry into the stage 
reached in the development 
of oral contraception—the 
advances to date, the inter- 
est of the general public, the known dis- 
advantages and the long-term dangers. 

Some criticism has, in the past, been levelled 
at Protectives on the grounds that they 
reduce sensitivity. A recent development by 
London Rubber 


entirely overcomes such objections. 


the Company almost 
Professional samples of this new product, 
Durex Gossamer, and copies of the leaflets 


listed above, will be sent on request, from 


- Ching ford - E.4 








A154 THE PRACTITIONER 











ST. ANDREW’S HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tugs EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Patients, both male and 
female, who are suffering from incipient mental disorders or who wish to prevent recurrent attacks of mental 
trouble, are received for treatment. Careful clinical, biochemical, bacteriological and pathological examina- 
tions. Private rooms with special nurses, male or female, in the hospital or in one of the numerous villas in the 
grounds of the various branches, can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of mental and 
nervous disorders by the most modern methods: insulin treatment is available for suitable cases. It also 
contains laboratories for biochemical, bacteriological and pathological research. Psychotherapeutic treatment 
is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several villas situated in a park and farm of 600 acres. Milk, 
meat, fruit and vegetables are supplied to the hospital from the farm, gardens and orchards of Moulton Park. 
Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves 
in farming, gardening and fruit growing. 


BRYN-Y-NEUADD HALL 


The seaside home of St. Andrew's Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, 
amidst the finest scenery in North Wales. On the north-west side of the estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change or for longer periods. The hospital has 
its own private bathing house on the seashore. There is trout fishing in the park. 


For terms and further particulars apply to the Medical Superintendent (Telephone: No. 34354 North- 
ampton), who can be seen in London by appointment. 



























CONSTANTLY AHEAD in 


fight againse ASTHM, 


RYBAR experience tells! The Rybar treatments for asthma are the most 
frequently prescribed. Continuous research cannot improve the original 
formula. Rybarvin remains the most reliable and effective treatment. 
RYBARVIN INHALANT brings instant relief from bronchial spasm. 
Attacks are shortened and their frequency reduced. It is equally 
suitable for children. Non-irritant—free from excess acid— 
non-habit-forming. 








RYBAR INHALER RYBARVIN FORMULA 

has been specially de- Picuitary Extract. Posterior 

signed for aerosol Lobe. ions sale we» 020% wiv 
therapy. = Nitrate o. O14%wiv 


* Papaverine Hydrochloride ... 0-08% wiv 

Both Rybarvin an 
the Seteehor ny Adrenaline eo ae os» 040% wiv 
rescribed on Ethyl! Para-aminobenzoate «. 820% wiv 


-H.S. Form E.C.10 








Samples and details of trial 
outfits forwarded on request. 
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ANNOUNCEMENTS A155 








When you are consulted about bequests for Medical work which 
deserves support, please remember the part played by the Imperial 
Cancer Research Fund. It receives no official grant and is entirely 
supported by voluntary donation and bequest. Pioneer in the field of 
cancer research, this organisation was founded by the Royal Colleges 
of Physicians and Surgeons to undertake this vital work in its own 
laboratories. Please help us when you can! 


e IMPERIAL 
("5") CANCER RESEARCH FUND 


ang Va PATRON: HER MAJESTY THE QUEEN 


A. Dickson Wright Esq., M.s., F.R.C.S., 
C.R.F. 61 Imperial Cancer Research Fund, 49 Lincolns Inn Fields, London, W.C.2 
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in menstrual disorders 


For the younger patient, any slight 
menstrual disorder often gives rise 
to anxiety and depression. In many 
cases, rapid and safe relief is 
effected with FRENANTOL.* 






FRENANTOL prevents the action of 
F.S.H. on the ovary, corrects 
hyperglycaemia and regulates the 
production of thyroid-stimulating 
hormone. 





Through its action on the pituitary, 
FRENANTOL adjusts menstrual 

disorders and can be used alone, 
or in conjunction with other therapy. 





| FRENANTOL , 


Main Indications : 


Menstrual disorders Graves’ disease 
Hyperthyroidism Habitual abortion 

Available on N.H.S. 

Packings: Tubes 25 tablets (0-25 gm.) Dosage 1-2 tablets t.d.s. 


Full literature, and reference from 


LEDA Pharmaceuticals A. 


(DIVISION OF F. W. BERK & CO. LTD.) 
Berk House, P.O. Box 500, Portman Square, W.1 fpetoa} 


Telephone: HUNter 6688 
Sole distributors for Laroche-Navarron Laboratories, Paris 


*Trade Mark 
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provides Relief and Healing 
in 


ATHLETE’S FOOT 
and 
CHRONIC PARONYCHIA 


MONPHYTOL provides prompt 
relief and resolution of derma- 
tophytoses due to yeast and 
fungal infections and is effec- 
tive in prophylaxis against 
these conditions. 
The non-greasy volatile base 
enables the active components 
to penetrate, quickly and 
deeply, the folds and creases 
of the skin and to reach the 
spores normally inaccessible to greasy ointments, creams or powders. 
MONPHYTOL is a colourless paint and, being rapidly volatile, is not messy in use. A 
i brush is provided, fitted to the cap, so that application is simple and convenient for 
both treatment and prophylaxis. 


Indications 
MONILIASIS (Yeasts), Chronic Paronychia,*, Intertrigo, Erosio interdigitalis. 
*See Brit. Med. J. (1955), 2, 1623, for use of Monphytol in this condition. 
i TINEA (Fungi), Tinea Pedis, Tinea cruris, Tinea circinata, Tinea unguium. 
. Active Constituents per 100 ml 
Boric Acid B.P. 2 gm; Chlorbutol B.P. 3 gm; Methyl Salicylate B.P. 18 c.c.; 
Salicylic Acid B.P. 12 gm; Undecylenic Acid B.P. 5.5 c.c. 


| N.H.S, price 3/5 per bottle, with brush. Prescribable on Form E.C.10 


| r NPH Colourless Paint for Dermatophytoses 


Literature and sample on request. 


LABORATORIES FOR APPLIED BIOLOGY LTD. 
91, Amhurst Park - London : N.1i6 
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IN EVERY WALK OF LIFE... 
YOUR PATIENTS WILL 


» ANGI 


fungal dermatoses respond 
— ER quickly to treatment with | 
‘Mycil’ preparations. The 
active constituent — Chlor- 
phenesin — is a_ potent 
antifungal, antibacterial sub- ~ 
stance with remarkably low 
toxicity. Mycil preparations © 
7 are effective both in treat- 
— ment and prophylaxis. Mycil 
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* Spray, because of its mois- 
%  ture-absorbing properties, is 

2 | : 9 particularly suitable for the 

MYCIL= 4 : 4 initial treatment of acute) 

pgs Ju “ mycotic infections. 


USTING POWDER 
SPRAY 
oF BASIC N.H.S. PRICES 
pe. OINTMENT, per tube 
& fer Fungal infections —% DUSTING POWDER, per tin 
| {Athiete’s Foot) ~~ SPRAY, pressurised canister 5/f 
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